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Foreword

I am pleased to be able to report progress across the range of goals and
objectives set out in the New Zealand Health Strategy.  It is now two
years since the strategy was released.  District Health Boards (DHBs) are
now established and other changes are emerging.

A particular highlight of this period is the progress that has been made
with the implementation of the Primary Health Care Strategy.  Primary
health care will receive a total of $410 million in new funding over the three-year period from
July 2002.  The top priorities for this money are to lower patient fees and improve access to
services, through Primary Health Organisations (PHOs), for low-income people and other
groups with high health needs.

Primary health care providers play a significant role in the implementation of many of the
population health objectives and, into the future, will increasingly play an important role.  The
reduction in barriers to access will mean that people will consult primary health care providers
at an earlier stage and will be less likely to develop avoidable illnesses.  PHOs will improve,
maintain and restore people’s health through providing a comprehensive range of services to
an enrolled group of people.

There have been many other highlights.  The Government has guaranteed almost $3 billion in
new health spending to be spread over three years from July this year. This will allow DHBs to
plan with certainty and enable further progress to be made in implementing the New Zealand
Health Strategy.  Developments like He Korowai Oranga (the Mäori Health Strategy), the
activities of the Health Workforce Advisory Committee and the implementation of the Working
to add Value through E-information (WAVE) project will facilitate many of the goals and
objectives of the New Zealand Health Strategy.

The New Zealand Disability Strategy is the other key component in increasing the health status
of New Zealanders.  The Minister of Disability Issues has released a companion document to
this progress report that outlines the progress that has been made in achieving its goals.

DHBs have now been established for nearly two years.  In this report you will read about the
services that they provide and fund.  The report includes examples of some of the exciting
initiatives around the country that are contributing to the implementation of the New Zealand
Health Strategy.  They will give you a feeling for the commitment of the sector to implementing
the strategy.

The Government has focused on the implementation of seven key priorities to achieve the
objectives and priorities of the New Zealand Health Strategy in the short term.  This report
includes an update on the progress that has been made over the last 12 months.  The achievement
of these key priorities will enable many of the strategy’s goals to be attained.

I am pleased to be able to report so many positive activities happening across the health and
disability sector that will make a difference to the health of New Zealanders.  I am confident
that, with the combination of more and secure funding, the input of DHB members and service
providers and the support of service users, next year’s report will show even more progress.

Hon Annette King
Minister of Health



Implementing the New Zealand Health Strategy 2002 v

Contents

Foreword...................................................................................................................................... iii

Chapter 1: Background ................................................................................................................. 1

1.1 The New Zealand Health Strategy: goals and objectives .................................................. 1

1.2 Strategic framework ......................................................................................................... 3

1.3 Update on District Health Board development ................................................................ 4

Chapter 2: Improving the Health Status of the Population.............................................................. 6

2.1 Reducing smoking ........................................................................................................... 6

2.2 Improving nutrition ......................................................................................................... 8

2.3 Reducing obesity ........................................................................................................... 11

2.4 Increasing the level of physical activity.......................................................................... 14

2.5 Reducing the rate of suicide and suicide attempts ......................................................... 16

2.6 Minimising harm caused by alcohol and illicit and other drug use to
individuals and the community ..................................................................................... 19

2.7 Reducing the incidence and impact of cancer ............................................................... 21

2.8 Reducing the incidence and impact of cardiovascular disease ....................................... 23

2.9 Reducing the incidence and impact of diabetes ............................................................ 26

2.10 Improving oral health .................................................................................................... 26

2.11 Reducing violence in interpersonal relationships, families, schools and communities ... 29

2.12 Improving the health status of people with severe mental illness ................................... 32

2.13 Ensuring access to appropriate child health care services, including well child
and family health care and immunisation ...................................................................... 35

Chapter 3: Improving Health Services ......................................................................................... 39

3.1 Public health ................................................................................................................. 39

3.2 Primary health care ....................................................................................................... 42

3.3 Reducing waiting times for public hospital elective services .......................................... 42

3.4 Improved responsiveness of mental health services ....................................................... 42

3.5 Accessible and appropriate services for people living in rural areas ............................... 46

Chapter 4: Reducing Inequalities ................................................................................................. 50
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Chapter 1:
Background

1.1 The New Zealand Health Strategy: goals and
objectives

The Minister of Health released the New Zealand Health Strategy (NZHS) in December
2000.  The release followed a period of substantial consultation involving public
meetings, written submissions and reference groups.

Seven fundamental principles are identified in the NZHS to be reflected across the
health sector. These principles are:

• acknowledgement of the special relationship between Mäori and the Crown  under
the Treaty of Waitangi

• good health and wellbeing for all New Zealanders throughout their lives

• an improvement in the health status of those currently disadvantaged

• collaborative health promotion and disease and injury prevention by all sectors

• timely and equitable access for all New Zealanders to a comprehensive range of
health and disability services, regardless of ability to pay

• a high-performing system in which people have confidence

• active involvement of consumers and communities at all levels.

The strategy contains a total of 61 population health objectives related to 10 overall
goals. To focus the efforts of the Ministry of Health and District Health Boards (DHBs),
13 of the objectives have been chosen for implementation in the short to medium term.
These 13 objectives are to:

• reduce smoking

• improve nutrition

• reduce obesity

• increase the level of physical activity

• reduce the rate of suicides and suicide attempts

• minimise harm caused by alcohol and illicit and other drug use to individuals  and
the community

• reduce the incidence and impact of cancer

• reduce the incidence and impact of cardiovascular disease

• reduce the incidence and impact of diabetes

• improve oral health

• reduce violence in interpersonal relationships, families, schools and communities

• improve the health status of people with severe mental illness
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• ensure access to appropriate child health care services, including well child and
family health care and immunisation.

To assist DHBs in deciding on priorities the Minister agreed to work on seven key
service priorities1 over the 18 months from 2001.  These priorities were chosen for their
ability to impact on a wide range of the priorities and objectives outlined in the strategy.
They are set out below:

• achieving Mäori advancement in health through the implementation of He Korowai
Oranga (the Mäori Health Strategy)

• the development of comprehensive primary health care coverage and quality
primary health care services through the implementation of the Primary Health
Care Strategy

• implementing the New Zealand Disability Strategy (NZDS)

• promoting an improvement, through reducing inequalities, in the health status of
those currently disadvantaged

• reducing the impact and incidence of diabetes through the continuing
implementation of the Diabetes Strategy

• reducing waiting times for public hospital elective services through the continued
implementation of the Elective and Scheduled Services Policy

• improving the health status of people with severe mental illness through continued
implementation of the mental health Blueprint.

This report focuses on the developments that have taken place since October 2001 to
implement the NZHS.  Future editions of this report will include data on the progress
that DHBs and other funders have made in achieving the goals of the NZHS.  That
data is not included this year because it is insufficient to cover one full calendar year.
The appendix to this document describes the type of material that will be found in
future reports.

Much of the responsibility for implementing the key aspects of the NZHS lies with
DHBs. Although these have been in place for less than two years they have made
significant progress towards achieving the goals of the strategy.  The report focuses on
many of these developments.  Public health service providers, many of them employed
by DHBs but funded by the Ministry of Health, have also been active in achieving
these objectives, particularly the population health objectives.   A number of real-life
examples  highlight the projects and the providers who are working towards achieving
the priorities and objectives of the NZHS.

1 One of these priorities is the implementation of the New Zealand Disability Strategy.  This is the subject of a separate report
to the House of Representatives and is not included in this report.
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1.2 Strategic framework

The NZHS and the NZDS guide the planning, development and funding of health and
disability support services in New Zealand. These strategies and related policy
documents, along with the DHB Plans, form the strategic framework that guides the
actions of the Ministry of Health and DHBs.

Other strategies, some developed by other agencies, provide more detailed guidance
for the health and disability sector, particularly for DHBs, on how to achieve the goals
of the NZHS and NZDS.  These strategies include the Primary Health Care Strategy,
He Korowai Oranga (the Mäori Health Strategy), the Health of Older People Strategy,
Roadside to Bedside, and the Pacific Health and Disability Action Plan.

In turn, these more specific strategies provide the basis for other policy initiatives that
the Ministry of Health, often in association with other government and sector agencies,
develops.  They include:

• action plans to address specific health and disability issues, such as the
Cardiovascular Action Plan

• toolkits to assist DHBs to address the population priority objectives of the NZHS

• research and evaluation plans

• guidelines for service development.

Figure 1:  Implementing the Minister’s health and disability objectives

New Zealand
Health Strategy

New Zealand
Disability
Strategy

Population, Service and
Disease-based Strategies

Toolkits, Action Plans
and Guidelines

Intersectorial Strategies
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1.3 Update on District Health Board development

District Health Boards were established on 2 January 2001.  Elections for seven members
of each board took place in October 2001. Subsequently, the Minister of Health
appointed four more members to ensure adequate Mäori representation and an
appropriate skill mix on the boards.

The role of the boards is to balance the Government’s expectations, as outlined in the
New Zealand Health Strategy, with the specific needs of their populations and the
funding available for these purposes.  This role is realised through the DHBs’ funder
function.

DHBs as funders

The interim (pre-election) DHBs were assigned responsibility for a wide range of funder
functions on 1 July 2001.  At that time service agreements for a wide range of personal
health services and mental health services were transferred to the DHBs.  Additional
funding responsibilities (including primary health care, mental health residential care,
palliative care, drug and alcohol services, Pacific health and further oral health services)
were transferred to DHBs on 1 October 2001.   A third round of funder responsibilities
were transferred to DHBs on 1 July 2002 and covered Mäori health services, diabetes
education services and some sexual health/maternity services.

The Ministry currently retains funder responsibilities for disability support services,
public health services, some maternity services, Mäori provider development and
selected national services. It has been decided that funding for disability support services
(DSS) for older people will be split from funding for DSS for younger people.  The
Government will shortly confirm whether DSS for older people will be transferred to
DHBs in 2003 to facilitate the development of a continuum of care across services.
Long term decisions on the location of funder responsibility for the balance of disability
support services will not be made before 2004, and these services will continue to be
funded via the Ministry in the meantime.

The transition process has worked well. DHBs are effectively managing those
responsibilities that have been transferred to them.

During 2001/02 DHBs completed a number of key responsibilities in relation to their
planning functions.  Some of these are described below.

• Each DHB completed a health needs assessment (HNA) in 2000.2  These reports
analysed data on the populations, the current and future needs for health services
and the capacity of services to meet those needs in each DHB.  Wide consultation
took place during the collection of the data (see Section 5.4).

• The health needs assessments were fed into the development of District Annual
Plans and District Strategic Plans in 2001.

2 These reports can be found on individual DHB websites (links to these sites can be found from www.moh.govt.nz/links.html).
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• Many boards have already established effective relations with their communities,
particularly with Mäori.

There is a high level of alignment between the District Annual Plans and the District
Strategic Plans of DHBs and the NZHS and the NZDS.  A key input to these plans has
been the requirement for DHBs to show ways they will ensure that the services they
will fund and provide are accessible and sensitive to the needs of people with
disabilities.

DHBs as providers

DHBs have provided a wide range of health and disability support services since their
inception.  Most DHBs have been tasked with balancing their Crown revenue with the
Crown’s expectations in relation to the range and scope of services to be provided.
Some DHBs have forecast concerns about the financial position of their provider arms,
although they have had clear signals on the future level of their funding (via the
introduction of the three-year funding path).

Some DHBs have faced difficulties in assuring access to the full range of services to
their populations at all times; for example, in relation to radiation therapy services or
secondary medical and surgical services in some rural areas at times. This often appears
to be attributable to difficulties in securing and retaining specialist skills.

The Ministry of Health and DHBs are working to address a number of significant
issues.  For example, the Health Workforce Advisory Committee (HWAC) has been
established (see Section 6.1).   The Commonwealth Health Ministers have also
established a protocol to manage cross-border demand for health workers.

There is ongoing planning for capital expenditure.  This planning will:

• inform service planning

• enable standardisation

• avoid duplication

• enable  consideration of matters referred

• enable procurement co-ordination

• enable regional prioritisation of capital expenditure.

The Ministry of Health is developing a set of guidelines to assist DHBs in their planning
for 2003/04.
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Chapter 2:
Improving the Health Status of the
Population

Thirteen population health objectives were chosen for action by DHBs in the short to
medium term.  These choices were made because they had the greatest potential to
improve the health status of the population and to reduce inequalities.

2.1 Reducing smoking

Policy context

Smoking is the greatest single preventable cause of premature death in New Zealand.
Each year about 4,700 New Zealanders die from cancers, cardiovascular disease, chronic
obstructive pulmonary disease and other diseases caused by their smoking.

Smoking also causes substantial disability, including emphysema and blindness. There
is also increasing evidence of harm to adults and children from exposure to second-
hand tobacco smoke in homes, workplaces and enclosed public places.  Between 300
and 400 people die from this cause each year.

Figure 2:  Prevalence of cigarette smoking (%), ages 15 years and over, 1976–2001

Source: 1976 and 1981 Censuses of Population and Dwellings, Department of Statistics, 1983–2000 ACNielsen (NZ) Ltd.
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The smoking prevalence among the wider population is 25 percent.   However
approximately 50 percent of Mäori smoke, and among Pacific peoples the prevalence
is 30 percent.  Mäori smokers start younger than other ethnic groups.  Reducing Mäori
smoking prevalence is a key focus of the National Drug Policy.

Over the last 15 years in New Zealand the adult rate of smoking has been declining
(see Figure 2).  Most people begin smoking by 18 years but smoking prevalence becomes
less common among those over 35 years.  The stable overall prevalence of smoking in
New Zealand is due to young people continuing to join the ranks of smokers.

Taking the NZHS forward

Legislation and taxation have an important role in reducing smoking; for example, by
enforcing smokefree workplaces or requiring cigarette packages to carry warnings.
Programmes to reduce smoking are carried out by public health providers within DHBs.
Other agencies also play an important role.  During 2001/02 there have been some
important developments.  They are described below.

• The Quitline programme has continued to subsidise smokers’ use of nicotine
replacement therapy.  The benefits, quit rates and outcomes of subsidising nicotine
replacement therapy are currently being evaluated. Data have shown considerable
reduction in smoking after three months on the programme.  There is evidence to
suggest that the enhanced quit rates would continue into the longer term quit rates
at six and 12 months.

• The Smoke-free Environments (Enhanced Protection) Amendment Bill was
introduced into Parliament earlier this year.  The Bill aims to restrict further access
by minors to tobacco products and also places restrictions on the display of tobacco
products at point of sale. The Bill’s provisions also include regulation-making
powers for health warnings and disclosure of the contents of tobacco as well as
further restriction of smoking in workplaces, educational institutions, bars and
restaurants.

• The Aukati Kai Paipa cessation initiative, which focuses on Mäori women and
their whänau, continued in 2001–02 and has shown extremely promising quit3 rates.
An independent evaluation revealed that the overall quit rate for Aukati Kai Paipa
is 23 percent at 12 months, and 26 percent at six months.

• It’s About Whänau, a new cessation initiative, was launched in October 2001,
focusing on Mäori.  It is a media campaign that focuses on the individual’s health
benefits, and on the benefits to whakapapa, of quitting smoking. It features stories
of people who have quit and how it has made a difference to their family; for
example, being around as their mokopuna grow up.

• The Health Sponsorship Council supported a large number of events with its
Smokefree brand. One of the most visible and popular was the Smokefree Rock
Quest, which was held in Christchurch on 12 October this year. On 6 September,
Smokefree Pacifica Beats held its national final in Wellington, tapping into Mäori
and Pacific youth culture in the capital.

3 Quitting means that these respondents say they had not smoked for two days when contacted and had not had even a few
occasional puffs.
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• The Smokefree Schools programme encourages and supports schools to provide a
totally smokefree environment for students and staff.  It also assists them with
running competitions and advocating the positive benefits of being smokefree in
the health and physical education curriculum.

• The Health Sponsorship Council, with funding provided by the Ministry of Health,
is running Quit and Win competitions.  Piloted in Hawke’s Bay, these competitions
have proved very successful, with participants receiving cash and travel prizes if
they remain smokefree for a month. They provide positive reinforcement for being
smokefree, which is acknowledged as one of the most effective ways to change
people’s behaviour in the long term.

2.2 Improving nutrition

Policy context

Poor nutrition greatly contributes to the major causes of mortality among New
Zealanders, particularly ischaemic heart disease, cancer and stroke. Obesity,
hypertension, type 2 diabetes, and dental decay are also strongly influenced by nutrition.
Nutrition is also a factor in determining the risk of osteoporosis and a number of
gastrointestinal diseases (Ministry of Health 1998a).

The World Health Organization recommends that adults consume at least five servings
of vegetables and fruit a day to reduce the risk of chronic diseases such as cardiovascular
disease and certain cancers.   Data obtained from the 1997 National Nutrition Survey
show that only 42 percent of people aged 15 or older eat this much (Ministry of Health
2002a).

Overall, Mäori were less likely than European/Other and Pacific peoples to eat adequate
quantities of vegetables and fruit.  In Mäori, the proportion eating adequate amounts
of vegetables and fruit is lower in females (31 percent) than males (38 percent), and in
Pacific peoples it is higher in females (45 percent) than males (39 percent).

Fifty-four percent of European and other infants are fully breastfed at three months,
but at the same age only 40 percent of Mäori and 45 percent of Pacific infants are fully
breastfed (Ministry of Health 2001a).  All groups remain well below the Ministry of
Health’s target of 75 percent of infants fully breastfed at three months by the year 2000.

There is considerable potential for reducing inequalities in health by improving nutrition
(Ministry of Health 1999a).  The 1997 Nutrition Survey (Ministry of Health 1999b)
study has shown that one-third of all adult New Zealanders were estimated to be
attempting to change their diet, most with the intention of making healthier food choices.
Mäori and Pacific people were more likely than other New Zealanders to be trying to
change their diet.  Twenty-seven percent of New Zealand households reported that
the variety of foods they were able to eat was sometimes or often limited by lack of
money  (Ministry of Health 1999b).
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Taking the NZHS forward

The Ministry has been developing Healthy Eating – Healthy Action, an integrated strategy
to improve nutrition, increase physical activity and reduce obesity.  This will provide
the policy framework for action to improve nutrition.  An implementation plan will
also be developed to provide direction to those purchasing and providing services.  It
is anticipated that the strategy will be completed and released in early 2003.

During 2001/02 the Ministry of Health has been:

• preparing Breastfeeding: A guide to action (Ministry of Health 2002b), which provides
guidance to funders and aims to improve breastfeeding rates in New Zealand.  All
population groups remain well below the Ministry of Health’s target of 75 percent
of women fully breastfeeding at three months by 2000 (Ministry of Health 2000).
The Ministry of Health has contracted a breastfeeding advocate to support, protect
and promote breastfeeding for the Auckland and Northland regions

• developing Food and Nutrition Guidelines for Healthy Adults: A background paper for
health care professionals, which is expected to be completed in early 2003

• undertaking a review of the New Zealand interpretation of the World Health
Organization’s Code of Marketing of Breast-milk Substitutes

• carrying out a children’s nutrition survey;  data collection will be finished in
December 2002.

Other initiatives have been developed in the sector.  The National Heart Foundation
has developed and piloted a Healthy Heart Award for early childhood centres in
Wellington. The Healthy Heart Award project promotes healthy food and physical
activity to under fives and their families (Grant 2002).

Heinz-Wattie Ltd, with support from the New Zealand Dietetic Association, has recently
held regional seminars for health professionals to launch a campaign to promote the
consumption of frozen and canned vegetables and fruit as part of a healthy diet.  This
programme includes a labelling component whereby products will carry a logo that
indicates the number of servings per package of food and which enables consumers to
assess the number of servings they are consuming compared with the recommended
daily intake of vegetables and fruit.
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‘Waisting Time’ in Timaru and Temuka

Timaru and Temuka are fully behind ‘Waisting Time’, a healthy lifestyle programme
for women.  Seventy-eight women have now completed the course and feedback
so far has been overwhelmingly positive. Many participants have changed their
eating patterns and physical activity and there is a demand for more courses.

Crown Public Health developed and delivered the initial programme, which is
now facilitated by practice nurses. The programme aims to improve health and
wellbeing through better nutrition and regular physical activity, and consists of
six two-hour group sessions where physical activity and nutrition are discussed.

Robust evidence-based nutrition information is incorporated with group teaching
and peer support, advice on regular physical activity, ongoing support for
participants, and practical activities.  Resources and booklets of information are
provided and food tasting is an important and valuable component.

Liz Cutler, from Crown Public Health, says people were very keen to make long-
term changes to their eating habits rather than look to quick fixes to improve
their health. Many participants had tried all the popular diets to try to lose weight
and have blamed themselves when they have failed. ‘”Waisting Time” helps these
people make positive lifestyle changes and learn how to reduce their risk of diseases
like diabetes and heart disease,’ says Liz.

The programme is flexible and can adapt to the needs of different audiences. Te
Puna Whaihua, a local Mäori health provider, is now offering the programme.
‘The commitment and enthusiasm from Te Puna Whaihua has helped raise
awareness of “Waisting Time” and has highlighted the potential for further
expansion,’ says Liz.

The local supermarket in Temuka has begun to stock healthier options of certain
foods due to the demand from the ‘Waisting Time’ participants.  This has helped
overcome barriers of availability and cost of healthy foods.

Local hospital dietitians have been investigating how the programme could be
offered to their patients to decrease the number of patient visits.  Many practice
nurses have been through the programme and are now referring their patients.

Liz says requests for the programme have been received from other regions such
as Wellington, West Coast, Christchurch, and Kaikoura,  and there have also been
many requests for a course for men.
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2.3 Reducing obesity

Policy context

Obesity is an important risk factor in many life-threatening and debilitating diseases
such as type 2 diabetes, stroke, heart disease and some cancers.  It is affecting increasing
numbers of adults and children. There are no easy short-term solutions.

Rates of obesity4 are increasing rapidly and it is a burgeoning public health problem.
In 1989, 10 percent of males and 13 percent of females were obese (Hillary Commission,
University of Otago 1991).  In 1997 this rate had increased by half to 15 percent of
males and 19 percent of females (Ministry of Health 1999b). An additional 35 percent
are considered overweight.

Figure 3: Percentage of adults (age 15+) obese, by NZDep96 quartile5

Source: Ministry of Health 1999b

Note: Rates are adjusted for age and sex.

4 ‘Obese’ refers to an excess of body fat. A frequently used measure is body mass index (BMI). BMI is calculated by dividing
weight in kilograms by height in metres squared. Obesity is defined as a BMI greater than 30 for New Zealand Europeans/
Others, and greater than 33 for Māori and Pacific peoples.

5 NZDep96 is a census-based small area deprivation index that combines data from nine socioeconomic variables in the 1996
Census (such as income, education, employment, crowding and asset ownership). Scores are usually grouped into deciles
(tenths) or quartiles (quarters).  Those in the highest groups are the most disadvantaged.

Mäori and Pacific peoples are more likely to be obese than New Zealand European
and Others. Women living in the most deprived areas (NZDep96 quartile 4) are more
likely to be obese than women living in least deprived areas (NZDep96 quartile 1).
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Taking the NZHS forward

Addressing obesity requires the co-operation of several different government sectors,
for example, education, transport and local government.  Health sector providers
include the Ministry of Health, which carries out policy analysis and funds public
health programmes; public health nutrition providers within DHBs; non-government
organisations with a nutrition or physical activity focus and other government agencies.
With the development of Primary Health Organisations (see Section 7.2), primary health
care providers will have an increased role in preventing obesity.

The Ministry of Health has developed a number of policies to address obesity.  They
are described below.

• Healthy Eating–Healthy Action, an integrated strategy for nutrition, physical activity
and healthy weight, is being developed (see Section 2.2).

• The formation of a broad-based obesity coalition is being fostered. It will include
representatives from DHBs, non-government organisations (agencies for Nutrition
Action, Cancer Society, New Zealand Nutrition Foundation, National Diabetes
Forum, National Heart Foundation, Health Sponsorship Council), territorial local
authorities and Mäori and Pacific groups.  This coalition will have the task of co-
ordinating action and interventions to address obesity.

• DHBs have played a part in reducing obesity.  For example, Auckland DHB public
health nutrition group has developed programmes in a variety of settings designed
to prevent and/or manage obesity.  One programme utilises the workplace setting
to encourage changes in employees’ eating patterns.  It assists the company to
provide a supportive environment at the worksite by encouraging worksite
cafeterias to provide healthy choices. Ten different worksites have taken part in
the programme to date.

• Public health providers in other DHBs have been encouraging exercise as a way of
reducing obesity and diabetes (see Section 2.4).  For example, Te Hikoi Hauora
(Health Promotion Unit) in Taranaki has been promoting a physical activity
programme based on Hutt Valley Health’s Hikoi. It encourages Mäori to participate
in regular physical activity within a team concept.  In 2001 Te Hikoi Hauora
exceeded expectations with 110 participants. Kaumätua groups, Te Kohanga Reo,
Mäori providers, and whänau groups made up these numbers.
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South Seas Kids tackles ‘cycle of childhood obesity’

Helping children and their families learn about nutrition, exercise and health in
general is the aim of the South Seas Kids childhood obesity programme set up at
the beginning of 2000.  It is a community-based child health team of Pacific nurses,
social workers and community health workers. The team is a division of South Seas
Health Care, a Pacific health provider based in south Auckland.

One of the programmes is a child and family support programme for overweight
Pacific children in the primary and intermediate school age group. The South Seas
Health Care team works with family doctors or paediatricians, dieticians and schools.

‘The aim of the programme is to have healthy, happy kids achieving educational
and social success,’ says Dr Teuila Percival, a paediatrician at Middlemore Hospital.
‘Reduction in movement capabilities and exercise activities, combined with the
potential for reduced self-esteem, increases the probability of continued weight
gain or, as we term [it], “the vicious cycle of childhood obesity”.’

Dr Percival said the South Seas Kids obesity programme was set up in response to
concern expressed by parents.  ‘This concern arose at a time when I was seeing
increasing numbers of overweight and morbidly obese Pacific children in my
practice.’

In the first year of operation almost 180 adults and 121 children attended the
programme.  The programme is presented by nurses fluent in the language of
attending families, most of whom are Samoan.  Sixteen morbidly obese children
were enrolled in the programme.  Fourteen either lost or maintained weight and
two gained weight.  The health of many of the parents also improved through
weight loss, reduction in blood pressure and stopping smoking.

Dr Percival gives medical advice and consultations for morbidly obese children.
‘The involvement of the whole family, not just the child, has been critical to the
programme,’ says Dr Percival.  Feedback from children and families has stressed the
positive side of having regular time together as families and as a group.

The programme involves medical assessments, working out weight and exercise
goals, home and school visits by health care workers, nursing assessments that
cover school progress, socialisation, eating/nutritional habits of child and family,
exercise habits of child and family, socioeconomic concerns, developing nutrition/
eating goals with child and family, ongoing follow-up at home and school and
ongoing liaison with doctors and dieticians.

Individual follow-up for morbidly obese children focuses on support, setting
reasonable goals and involving the whole family in a move to healthy eating and
exercise.  ‘The programme promotes fun exercise that helps kids feel good about
themselves.  We also assist schools and parents to set up cultural dance groups,
which suit all kids, not just those who are overweight,’ says Dr Percival.  The spiritual
and emotional health of children and families is also promoted by the programme.

The South Seas programme plans to extend the service by providing a school site
for meetings in either Otara or Mangere towards the end of 2002.



Implementing the New Zealand Health Strategy 200214

2.4 Increasing the level of physical activity

Policy context

Physical activity can reduce the risk of cardiovascular disease, diabetes, obesity, colon
and breast cancer, osteoporosis and depression.  Approximately two-thirds of New
Zealanders report spending 2.5 hours or more participating in leisure time activity (an
intensity equivalent to brisk walking) each week.  By international standards New
Zealand is an active nation.

However, the current physical activity guidelines recommend at least 30 minutes of
moderate-intensity physical activity on most days of the week and, if possible, to add
in some vigorous activity for further health benefit. Although 67 percent of New
Zealanders report 2.5 hours of physical activity each week, it is estimated that only 40
percent (of the total) meet current guidelines in terms of regularity of activity (30 minutes
per day).6

Table 1: Percentage of participation in physical activity, 1997–1998

Age group Gender Ethnicity

Male Female Māori European Other cultures All adults
(RR) (RR)

Young people 74 64 75 (1.0) 69.0 58 (0.8) 69

Adults 69 65 67 (0.9) 68.0 59 (0.8) 67

Source: Hillary Commission (1999)
Note:  RR is rate ratio compared with European.

The promotion of physical activity is a priority in two Ministry of Health strategies
currently being developed.7 The Ministry of Transport is also developing a Walking
and Cycling Strategy, which recognises the health importance of these activities.

Taking the NZHS forward

Sport and Recreation New Zealand (SPARC) leads the promotion of physical activity
in New Zealand.  SPARC’s aim is to make New Zealand the most active nation in the
world by 2006 and to have the most effective sport and physical recreation systems.

General practitioners and practice nurses have continued to promote the Green
Prescription Scheme.8  In May 2002, 65 percent of general practitioners had prescribed
one or more green prescriptions over the previous 12 months (up from 50 percent in

6  The Hillary Commission 1999: p6. Available online at: http://www.hillarysport.org.nz/pushplay/pdfs/pushplay.pdf

7 These strategies are Healthy Eating – Healthy Action (see Section 2.2) and Cancer Control Strategy (see Section 2.7).

8 A green prescription is a GP or practice nurse’s written advice to a patient to be physically active as part of health management.
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May 2001).9 Of those who received a Green Prescription, over 40 percent said they felt
better, had lost weight, were fitter/stronger, and/or more mobile and 59 percent had
changed their eating/drinking intake since being given a Green Prescription.

A number of national events have successfully promoted physical activity in the past
year.  These include:

• Bike Wise Week, which was held from 16 to 24 February 2002. This event encouraged
people to cycle to work or school safely

• National Push Play Day (9 November 2001), which was co-ordinated by SPARC,
with support from regional sports trusts, a number of non-government
organisations, and the Ministry of Health. This event promoted the message of
physical activity as part of daily life.

The public health units of DHBs have promoted a number of initiatives to increase
physical activity.  They are described below.

• Hikoi 2002, organised by Regional Public Health (Hutt Valley DHB) encourages
people to walk with their whänau, making it fun to lose weight and get fitter. The
number of teams participating has increased from five in 1995 to 82 in 2002.

• Upright and Active, developed by Sport Waikato, Health Waikato and the Accident
Compensation Corporation, is being piloted in Hamilton.  It is an exercise
programme designed to assist older people to reduce the number and complexity
of falls in the home, rest home and hospital environments.  The project includes
training community volunteers to become exercise group leaders.

• Pacific Island Physical Activities Project: Health Waikato staff have been working
with the local Pacific Island Church and Health Group in Tokoroa to develop and
implement an activity programme to help reduce body weight.  The community
identified its own exercise leader, and the project has produced an accessible,
enjoyable and culturally safe environment for Pacific peoples of all ages to
participate in regular physical activity. Community involvement in this project
has also led to the development of several other self-sufficient groups.

• Walking School Buses is an initiative that aims to maximise child road safety on
the school journey and to encourage healthy exercise habits in children. A group of
families form a roster to take turns at walking their children to school, either from
the house of the ‘driver’10 or by picking up children en route to school. First
established in Christchurch, the concept has been picked up and supported by a
number of local councils, sports trusts and public health units.

9 SPARC, Green Prescriptions in General Practice May 2002. Report prepared for SPARC by PS Services, July 2002.

10 The ‘driver’ is the adult supervisor who walks with the children.
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2.5 Reducing the rate of suicide and suicide
attempts

Policy context

Suicide and suicide attempts are a significant public health issue in New Zealand, a
major source of morbidity and mortality, and a significant contributor to social and
health costs.  In terms of potential years of life lost (PYLL),11 suicide ranks third for
both males and females (New Zealand Health Information Service 2001).

New Zealand has a high rate of suicide compared with selected OECD countries,
particularly amongst youth (aged 15–24 years).  However, in the past few years there
has been a reduction in New Zealand’s rate of suicide and provisional 2000 figures
show that the youth rate, at 18.1 per 100,000, is the lowest it has been since 1986.

Figure 4:  Youth suicide rates (aged 15–24), 1981–2000

Source: NZHIS

Note: Both the 1999 and 2000 data are still provisional.

Data from 199912 show that the suicide rate for Mäori (all ages) was 12.0 per 100,000,
compared to the non-Mäori rate of 12.2 per 100,000.  However 2000 figures (currently
available for youth only) show that Mäori youth have higher rates of suicide than
non-Mäori youth.  In 2000, the rate of suicide for young Mäori males was 43.5 per
100,000, compared with the non-Mäori rate of 26.4 per 100,000.  Statistics for 2000
showed a large drop in female youth suicides for both Mäori and non-Mäori.  The rate

11 PYLL is a method of measuring premature mortality.  An arbitrary age is assigned as an age at which any deaths would not be
considered premature.  Suicide ranks high in PYLL because of the high number of suicide deaths at a younger age compared
to deaths from cancer or ischaemic heart disease.

12 At the time of printing, 2000 suicide data is available for youth aged 15–24 only.  2000 statistics for all ages will be available
in April 2003. Suicide statistics for the 25+ age group are not yet available due to outstanding Coroners’ reports. These are
expected to be available in April 2003.
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of suicide for young Mäori females in 2000 was 7.4 per 100,000, compared with the
non-Mäori rate of 5.4 per 100,000. Single calendar year suicide rates for Mäori are,
however, subject to wide variation because of the small numbers of deaths, particularly
for females.

Figure 5:  Youth suicide rates (aged 15–24) by ethnicity, 1996–2000

Source: New Zealand Health Information Service

Due to its multifactorial nature, suicide prevention requires comprehensive action across
a range of government and community sectors, from promoting resiliency to crisis
management and support.  A well-developed interagency programme of initiatives
for youth suicide prevention, in particular, is in place under the New Zealand Youth
Suicide Prevention Strategy (Ministry of Youth Affairs et al 1998).

Taking the NZHS forward

As mental illness – principally depression – plays a major factor in suicidal behaviour,
the health sector plays a key role in suicide prevention.  Action on suicide prevention
in the health sector is needed at a range of intervention points, involving public, primary,
secondary and tertiary health services.  A wide range of other agencies and service
providers also play an important role in reducing suicide.  These include schools, local
government, Child, Youth and Family, prisons, police, and non-government
organisations such as Iwi services, Lifeline, and social service agencies.

Suicide prevention requires a range of initiatives across several sectors.  Many initiatives
have been active at various levels over the last 12 months.  They are described below.

• A number of DHBs are taking steps to reduce suicide by encouraging and promoting
the use of key primary mental health guidelines (including youth suicide
prevention) with their primary health care providers.

• Guidelines for primary health care providers, Detection and Management of Young
People at Risk of Suicide, which were developed by the Royal College of General
Practitioners in 1999, have been updated.
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• Guidelines for Mentally Healthy Schools (under the Health Promoting Schools
initiative) have been developed.  These provide advice for schools on how to provide
social and physical environments to support the mental health of students and
staff.   A companion resource for promoting health and wellbeing (including mental
health) in Mäori schools and communities is under development.

• The Ministry of Youth Affairs, with the Interagency Committee on Youth Suicide
Prevention, is leading work on postvention,13 and how better to provide support
for individuals and communities affected by the trauma of suicide.

• Six Mäori youth suicide prevention community development initiatives, funded
from the Ministry of Health’s reducing inequalities funding, have completed in-
depth community needs assessments, and continue to work on strengthening their
communities to be more responsive to the needs of young Mäori.

• Draft guidelines for emergency department and mental health service personnel
on the management of people at risk of suicide have been developed and will be
finalised for implementation in 2003.

• Local authorities and other bodies are investigating structural ways to reduce
suicide.  For example, barriers have been erected on Grafton Bridge in Auckland to
prevent suicides by people jumping from the bridge.

Travellers project helping to promote mental health in
schools

Feedback so far on the Travellers pilot project running in Auckland and Northland
secondary schools shows students and trainers are getting a lot out of the
programme.  Travellers is a well-developed and appropriately targeted intervention,
focusing on change, loss and transition for young people.  The key metaphor of
Travellers is that life is a journey with its ups and down and that people need resources
to travel on this journey.

Research shows one in five New Zealanders will have experienced symptoms of
depression by the age of 18.  Depression is a major cause of suicide.

The programme identifies young people who are at risk of distress as a result of
events in their lives.  They are invited to be part of an eight-week programme
where they are supported to develop knowledge and skills to manage better their
circumstances in relation to change, loss and transition.

Initiated by Pauline Dickinson from Skylight (The Children’s Grief Centre Charitable
Trust) and funded by the Ministry of Health, Travellers began in 2000 and aims to
foster healthy development among youth, to reduce youth suicide rates and to
promote mental health awareness.

Travellers is run in school time by staff who are trained and supported to implement
the programme.  Two-and-a-half thousand students have been assessed and students
from all of the ten schools involved have accepted the invitations to participate.
Early evaluation shows staff and students are finding the programme very valuable.
Travellers fits in very well as part of Mentally Healthy Schools, which uses a broad
‘whole school development’ approach to the mental wellbeing of students and
staff.

13 Postvention is a term commonly used in suicide prevention. It refers to the activity and support provided to individuals,
friends and communities who have recently lost someone to suicide.  Its purpose is to reduce the negative impact arising
from suicide and lessen the potential for further suicidal behaviour among those impacted by the suicide.
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2.6 Minimising harm caused by alcohol and illicit and
other drug use to individuals and the community

Alcohol and other drug abuse is a major source of damage to health and wellbeing.
The harm resulting from such abuse can include dependence, infectious and other
diseases and death.

Figure 6: Total number of hospitalisations14 where drug-related conditions15 were
diagnosed, 1996–1998

Source: New Zealand Health Information Service
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Mäori report a higher incidence of alcohol-related problems than non-Mäori, with one
in five Mäori men indicating that alcohol is causing problems to their health (Wyllie et
al 1996).  For Pacific men, alcohol (and drug) abuse, or dependence, were the most
common reasons for their admission to hospital (Bathgate et al 1994).

The 1998 age-standardised hospitalisation rate for alcohol-related conditions or
poisoning for Mäori males (424.5 per 100 000 population) was 61 percent higher than
the rate for non-Mäori males. The Mäori female hospitalisation rate in 1998 (186.9 per
100 000 population) was less than half the Mäori male rate but 77 percent higher than
the non-Mäori female rate (Ministry of Health 2001b).

The 1996/97 New Zealand Health Survey (Ministry of Health 1999c), showed that
approximately half the proportion of Pacific peoples aged 15 and over who had
consumed alcohol in the previous year (45 percent), compared with 87 percent of
European New Zealanders. However, over a third of Pacific drinkers exhibited
hazardous drinking patterns, compared with under a quarter of New Zealand European
drinkers.  Pacific males were identified as being significantly more at risk.

14 Includes publicly funded hospitalisations for inpatients and day patients only. This data should therefore be treated as merely
indicative as most drug treatment is community-based.

15 Includes drug-related illness/disease (ie, dependence, non-dependent abuse, psychoses, poisoning etc) as the reason for
admission to hospital or as a principal or secondary diagnosis.
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Data from the Christchurch Health and Development Study of a cohort to age 21 years,
indicates that just under 70 percent of the sample had used cannabis by that age. Mäori
showed higher rates of cannabis use (84 percent) than non-Mäori (67 percent) (Fergusson
and Horwood 2000).  Mäori made up 40 percent of 1996–98 hospitalisations for cannabis-
related conditions or poisoning (Ministry of Health 2001b).

The recently released National Strategic Framework for Alcohol and Drug Services (Ministry
of Health 2001c) outlines priorities for the development of alcohol and drug treatment
services in New Zealand, as well as specifying strategies for implementation. Its
priorities include the development of alcohol and drug treatment services, particularly
kaupapa Mäori services, that are responsive to Mäori and the development of alcohol
and drug treatment services for Pacific peoples.

The National Drug Policy (NDP) seeks to reduce alcohol and other drug-related harm
through an intersectoral approach on three fronts: supply control, demand reduction
and problem limitation.  The National Alcohol Strategy, a subsection of the NDP,
identifies a range of strategies to minimise alcohol-related harm.

Taking the NZHS forward

A wide variety of agencies, including health care and other providers, are  active in the
field of alcohol and other drugs.  The Ministry of Health and other government agencies
seek to limit abuse through such measures as legislation to control substances and
related activity, promoting social responsibility and providing resources and
information.  DHBs provide services for those affected by abuse and promote healthy
behaviours.  A wide range of non-governmental agencies, such as the New Zealand
Drug Foundation and the Alcohol Drug Association, are also active in this field.

Specific initiatives over the last 12 months are described below.

• The recreational drug known as ‘Fantasy’ has been scheduled as a Class B1
controlled drug. From 31 May 2002, it became illegal to possess, produce, sell or
import or export this drug.

• The Alcohol Drug Association has extended the current Alcohol Helpline to include
a Drug Helpline, , , , , which is planned to be formally launched in November this year.
The helpline is a free nationwide telephone service offering confidential information,
advice and referrals for people with questions about their own alcohol or drug use
or someone else’s.  Calls to the Alcohol Helpline have increased from 3,300 in 1998
to 11,792 in 2001.

• Community Action on Youth and Drugs (CAYAD)     projects, funded by the Ministry
of Health, have continued in     Opotiki, Nelson, Hokianga, Whangaruru and Kaitaia.
These were originally established in 1997 and largely funded by the Ministry of
Education.  The projects are designed to reduce drug-related harm to youth through
working in partnership with communities to address problems, identify solutions
and develop sustainable initiatives to increase the community’s capacity to deal
with alcohol and drug issues. The three Northland CAYAD projects were recently
evaluated. Overall, they were found to be making an important contribution to
promoting social change in these communities. The projects have had a positive
impact on changing attitudes and behaviour related to excessive drug use,
decreasing drug-related school suspensions and decreasing the incidence of youth
crime.
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• The methadone protocols have been reviewed and renamed the Practice Guidelines
for Opioid Substitution.  .  .  .  .  These guidelines set out the parameters of best practice
expected for the delivery of a methadone maintenance programme in New Zealand.
This review ensures that the guidelines reflect best clinical practice and regulatory
compliance.

• A comprehensive review of New Zealand’s Needle and Syringe Programme (NSEP)
was undertaken during 2002. The review aimed to ensure the NSEP is working in
the most effective and efficient way possible within available resources.  The review
report, which will contain recommendations to enhance the programme, is currently
undergoing peer review and will be released in October.

2.7 Reducing the incidence and impact of cancer

Policy context

Cancer is a major cause of death and morbidity in New Zealand, which has the third
highest age-standardised cancer mortality rate in the OECD. Approximately 50 percent
of all those diagnosed with cancer in New Zealand will die from it.  Based on 1995–
1997 data, the elimination of all cancers would add 3.7 years and 3.9 years of life
expectancy at birth to males and females respectively across the whole population.

Figure 7:  Registration and death rates per 100,000 for all cancers, by sex, 1990-99

Source:  New Zealand Health Information Service

Note: Because of the introduction of the Cancer Registry Act 1993, registrations from 1995 onwards may not be
comparable with those from 1994.  Rates are age standardised.

In 1998, the overall Mäori rate of cancer of cancer registrations was similar to the non-
Mäori rate (Ministry of Health 2002c). Mäori registration rates for some cancers, such
as melanoma and cancers of the large bowel and bladder, were much lower than those
of non-Mäori. Mäori had considerably higher registration rates than non- Mäori for
cancer of the liver (three and a half times that of non-Mäori), lung and stomach.
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However, there is a considerable difference in disease outcome between Mäori and
non-Mäori.  In 1998, Mäori males had a cancer death rate that was 51 percent higher
than the non-Mäori rate, while the Mäori female rate was 78 percent higher than the
non-Mäori female rate. Lung cancer was the leading cause of cancer death for Mäori in
1998 (Ministry of Health 2001d).

It is estimated that approximately a third of all cancers are preventable and that better
outcomes are achievable for the remainder through early detection and diagnosis and
management at secondary and tertiary level.  The Ministry of Health and the New
Zealand Cancer Control Trust are jointly developing a national cancer control strategy.
The strategy will be a framework for a co-ordinated approach to reduce the incidence
and impact of cancer and will involve government agencies, cancer organisations,
professional bodies and community groups.

Taking the NZHS forward

The Ministry of Health and a wide range of health care providers play a significant
role in reducing the incidence and impact of cancer.  Non-government agencies,
particularly the Cancer Society and those active in related prevention activities, also
play an important role.

There have been several developments in the last 12 months.  They are described below.

• A Steering Group, which includes experts on cancer control, has been established
to drive the development of the strategy.  The steering group comprises members
of the New Zealand Cancer Control Trust, experts with considerable experience in
varying aspects of cancer control, and Ministry of Health officials.

• The strategy will incorporate all dimensions of cancer control from primary
prevention, screening and early detection and treatment, through to rehabilitation
and support and palliative care.  Expert working groups were appointed to identify
gaps in services and priority actions in each of these dimensions.  Their work will
inform the goals and objectives of the strategy.

• Small improvements in waiting times for cancer treatment have been achieved in
each of the six cancer centres but ongoing efforts are required to keep them at
acceptable levels.  Most of these delays were due to a lack of skilled radiation
therapists.  A number of initiatives have been put in place to respond to this lack,
including sending patients to Australia for treatment and increasing the number
of radiation therapists in training.

• Many agencies are involved in promoting lifestyle changes, such as improving
nutrition, reducing obesity and increasing physical activity and reducing smoking
to reduce the impact of cancer are being promoted (see Sections 2.1, 2.2, 2.3 and
2.4).

• BreastScreen Aotearoa has been promoting and providing free mammograms for
women aged 50–64 inclusive.  In the year to 30 June 2002, 99,498 women in the
eligible age group received free mammograms and 617 cancers were detected.



Implementing the New Zealand Health Strategy 2002 23

• An independent review of BreastScreen Aotearoa (Chamberlain 2002) commended
the quality of systems in place for the programme and provided a series of
recommendations to strengthen the programme further.  The reviewer observed
that ‘the quality of the programme’s screening process is high and it is provided in
a consistent way, across all lead providers, that is likely to maximise the benefit
and minimise the harm’.

• As at 1 August 2002, 1,061,507 women aged 20–69 were enrolled on the National
Cervical Screening Programme (NCSP).  Approximately 71 percent of eligible
women (excluding those women who have had a hysterectomy) have had a smear
recorded on the NCSP register in the past three years.

• The Ministry has continued to implement the recommendations of the Report of
the Gisborne Cervical Screening Inquiry. A key milestone was reached in May
2002 when the Ministry received approval from the country’s 14 Regional Health
and Disability Ethics Committees to begin contacting women who had been
diagnosed with cervical cancer to request their participation in the Audit of Invasive
Cervical Cancers.

• An international reviewer of the implementation of the Gisborne Ministerial Inquiry
recommendations, Dr Euphemia McGoogan, provided her first report on the
implementation process.  In the report she acknowledged the ‘commitment,
enthusiasm and dedication of the staff of the National Screening Unit.  The Unit
has put a tremendous effort into improving the quality of the NCSP at all levels’.
Dr McGoogan also raised a number of issues that needed further work, including
the progressing of the Audit of Invasive Cervical Cancers.  The Ethics Committees’
approval in May has enabled good progress to be made on this key project in
subsequent months.

2.8 Reducing the incidence and impact of
cardiovascular disease

Policy context

The cardiovascular disease group has a large impact on the health of the population.
It is the leading cause of death in New Zealand, accounting for 41 percent of all deaths
in 1999 for all ages.  Of the cardiovascular diseases, coronary artery disease is the
major cause of death, followed by stroke, which is a major cause of disability in older
people.  The burden of cardiovascular disease is greatest among Mäori and Pacific
peoples (Ministry of Health 2001e).

Cardiovascular disease is one of the leading causes of hospitalisation in New Zealand.
During 2000–01 over 46,000 people were hospitalised for some form of cardiovascular
disease.  Hospitalisations for various cardiovascular conditions are shown in Figure 8.
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Figure 8:  Major causes of hospitalisation for cardiovascular conditions, 2000–01

Source: Ministry of Health

Mortality from all cardiovascular disease is higher among Mäori than non-Mäori.
Coronary heart disease is the single leading cause of death for Mäori.  Mäori men are
1.7 times more likely than non-Mäori men to die from coronary heart disease.  Mäori
women are twice as likely to die from coronary heart disease than non-Mäori.  Mäori
are less likely to access coronary artery bypass surgery than non-Mäori although there
have been recent improvements as the Elective Surgery Policy is implemented (see
Section 7.5).

Figure 9:  Ethnic distribution of hospitalisations for cardiovascular conditions, 2000/01
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A Cardiovascular Action Plan has been developed by the Ministry of Health in
conjunction with an expert advisory group.  This action plan addresses best practice,
service development, inequalities, consumer education and workforce issues in each
of the following priority areas:

• risk assessment and primary prevention of cardiovascular disease

• acute coronary syndromes

• secondary prevention and cardiac rehabilitation

• development of organised stroke services

• cardiovascular disease and Mäori

• cardiovascular disease and Pacific peoples.

A number of other NZHS goals, including reducing smoking (see Section  2.1),
improving nutrition (see Section 2.2), reducing obesity (see Section 2.3) and increasing
the level of physical activity (see Section 2.4), each play a significant role in prevention
of cardiovascular disease.  Under the Treaty of Waitangi and through the New Zealand
Health Strategy, DHBs have a key role in improving cardiovascular outcomes for Mäori.
The Cardiovascular Action Plan stresses the role that DHBs will be able to play in the
future in achieving this goal.

Taking the NZHS forward

The Ministry of Health, DHBs, many health care providers and a wide range of other
non-government agencies (in particular the National Heart Foundation, the Stroke
Foundation and the Cardiac Society) each play a role in reducing the impact and
incidence of cardiovascular disease.  Over the last 12 months they have undertaken a
number of initiatives.  Some of these are described below.

• A number of DHBs have outlined the cardiovascular work they are going to
undertake in their District Annual Plans.  For example, Counties Manukau DHB is
working with the University of Auckland and the Ministry of Health on a primary
health care–based cardiovascular risk management project using a web-based
clinical decision support and information management system.

• The New Zealand Guidelines Group has completed guidelines for cardiac
rehabilitation.

• The Cardiac Society has completed guidelines on the management of myocardial
infarction in rural areas.

• The Ministry of Health is working with DHBs and a Stroke Advisory Group to
develop a national service framework for stroke services to assist DHBs to provide
nationally consistent stroke services.

• The National Heart Foundation has a number of projects under way.  These include:

– working with the food industry  (including restaurants) to ensure that they
incorporate the latest nutrition information into their business practices

– the Heartbeat Challenge programme in workplaces, which is aimed at
promoting healthy eating, physical activity and a smokefree environment for
employees
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– working on a number of projects, under the umbrella of the Pacific Islands
Heartbeat project, aimed at promoting and supporting healthy lifestyles for
Pacific peoples. These include research, nutrition and smoking cessation
projects.

• The Stroke Foundation is currently working on a number of projects, including co-
ordinating a field officer network that assists people who have had a stroke by
providing support and information through hospital and home visits, organising
support groups, updating their stroke guidelines and producing consumer
information.

• The Cardiac Society is undertaking a number of initiatives, including a review of
existing cardiac services facilities, carrying out a national audit of acute coronary
syndrome management and the development of guidelines on acute coronary
syndromes.

2.9 Reducing the incidence and impact of diabetes

Reducing the incidence and impact of diabetes is one of the Minister of Health’s seven
key service priorities for the Ministry of Health and DHBs for 2001/02.  Progress in
reducing the incidence and impact of diabetes is discussed in detail in Section 7.4.

2.10 Improving oral health

Policy context

Diseases of the teeth and gums are among the most common of all health problems
and are experienced by all New Zealanders at some stage of their lives. There are
significant inequalities in oral health status between different population groups.  In
particular, Mäori and Pacific children and adolescents have worse oral health than
non-Mäori and non-Pacific children.

The number of children with teeth missing or filled at age 12 gradually declined from
very high levels in the mid-1970s.  During the last 10 years the number has stabilised
after a small increase in the mid-1990s.  Students living in areas with fluoridated water
supplies have fewer teeth filled or missing compared with those living in areas with
non-fluoridated water supplies.

It is now apparent that there are significant inequalities in health status between different
population groups.  In particular, Mäori and Pacific children and adolescents have
worse oral health than non-Mäori and non-Pacific children.  For example, separate
dental caries data for Mäori children have been reported for some New Zealand regions.
These data indicate that Year 8 (12-year-old) Mäori children had, on average, 60 percent
more decayed and filled teeth than non-Mäori.

There are much greater inequalities in the oral health of the deciduous teeth of five-
year-old children than there are in the permanent teeth of Year 8 children.  A study in
one area showed that, at age five years, Mäori children were one third as likely to be
caries-free as non-Mäori children, and were three times more likely to have high caries
experience than non-Mäori children.
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To improve oral health, initiatives focus on support for the fluoridation of reticulated
water supplies, improving preschool attendance at the school dental service, improving
the uptake of the general dental benefits service by adolescents, and on increased health
promotion and clinical prevention for lower socioeconomic groups, including Mäori
and Pacific peoples.

Taking the NZHS forward

Many agencies and service providers are involved in improving oral health.  The
Ministry of Health provides advice on policy and service delivery, co-ordination of
sector developments and enforces legislation.  DHBs provide and/or fund oral health
services for children and adolescents and, in some areas, services for adults with low
incomes.  They also promote fluoridation in association with local authorities.  Schools
have a significant role to play in oral health education and dental clinic facility providers.

Some developments in the past 12 months are described below.

• The Ministry of Health and DHBs have implemented the new adolescent oral health
services agreement.  The aims of the agreement are to improve the uptake of dental
care by teenagers, provide a population focus and increase preventive dental care.
Additional funding of $6.5 million was devolved to DHBs to support the
implementation of this agreement.

• The Ministry of Health and DHBs are implementing an oral health regional co-
ordination service.  The purpose of the service is to provide co-ordinated services
that will enhance the uptake and ongoing participation rates of adolescents in oral
health care. Funding of $1 million has been made available for this service.

• In June this year, the Ministry of Health and DHBs jointly initiated a project to
improve school dental services.  The Ministry will develop a framework to assist
DHBs to identify cost-effective, flexible and efficient ways of providing school dental
services.   Guidelines on dental restorative materials for use in posterior teeth in
adolescents are now complete.16

• The first National Water Fluoridation Forum was held in Wellington in June 2001.
This forum brought together oral public health practitioners, public health workers
and academics to discuss strategies and activities to promote water fluoridation.

• In May 2002, the Minister of Health announced Government approval of a sanitary
works subsidy scheme.  In addition to improved sewage treatment, the scheme
also covers new works to add fluoride to community drinking-water supplies where
communities choose to do so.  The subsidies for water fluoridation will cover 50
percent of the cost of the eligible capital works but expenditure on water fluoridation
will not exceed more than 10 percent of the total annual appropriation for the
Sanitary Works Subsidy Scheme of $15 million.

DHBs, schools and community groups have been active in seeking to develop new
ways to provide dental health services for children who previously had poor access.
For example, the Auckland Regional Dental Service has introduced a mobile screening
van for dental examinations for children. Schools without clinics have welcomed the
chance to have their children receive dental examinations without leaving the school.

16 Available on the Ministry’s website: http://www.moh.govt.nz
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Greater access to health care for Auckland kids

Health services are making their way to Auckland kids with two projects designed to
improve access to health care – Health4Kids and the Auckland Regional Dental Service’s
mobile screening van.    Health4Kids involves the co-operation of the Auckland Regional
Dental Service, Plunket, Pasifika Healthcare and Waitemata Health hearing and vision
testers to bring health services to West Auckland pre-schoolers.

Belinda Tafua, Dental Manager for North and West Auckland at Waitemata DHB, says
Health4Kids is aimed at meeting the needs of the many children who are not receiving
health care.  ‘A lot of families were not accessing health services for their children
purely because they felt uncomfortable out of their environment.  We put our heads
together and thought, “How can we get to those children?”’

Mrs Tafua says they then approached Pasifika Healthcare, who thought Health4Kids
was a great idea.  Together, the four agencies now visit Pacific Island language nests
around West Auckland carrying out hearing and vision tests, Plunket services and
dental checks.

‘Pasifika Healthcare have been really supportive and have played a vital role in co-
ordinating access to Pacific language nests.  We’ve now been to Samoan, Tongan
and Niuean language nests – and it’s a lot easier for the children to be in their own
environment,’ says Mrs Tafua.

Enrolment forms and reports are provided in a variety of languages and Pasifika
Healthcare follow up the children who do not attend appointments.

‘It’s a real thrill to see it all working.  We are working so well as a team now, and each
time we do it we get better at it. There is a real community feeling, and as people get
to know us they become more confident and welcoming,’ says Mrs Tafua.

Dental examinations are also being made more accessible for school children through
the Auckland Regional Dental Service’s mobile screening van.  Andrea Jarrold,
Operations Manager for the Auckland Regional Dental Service at Waitemata DHB,
says the service covers a wide area, and many schools do not have dental clinics.
‘Children  can  now  receive  dental  examinations  without  leaving  the school
grounds.  Dental therapists have also been really enthusiastic about travelling around
to see the children.’

Mrs  Jarrold says the introduction of  a screening van has been valuable in implementing
a service delivery model that will ensure every child is examined and treated every
year within available resources.
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2.11 Reducing violence in interpersonal relationships,
families, schools and communities

Policy context

New Zealand has a significant level of interpersonal violence.  Population prevalence
studies of child and partner abuse have shown that 15–21 percent of New Zealand
women report experience of physical or sexual abuse and 44–53 percent report
experience of psychological abuse in the previous 12 months (Morris 1997; Leibrich et
al 1995).  Fifty percent of children find school bullying a problem and around 8 percent
experience severe harassment (Smith and Sharp 1994).  In the year to June 2002 Child
Youth and Family social workers investigated 23,805 cases of child abuse and neglect.

The available information shows a higher visibility of family violence and child abuse
within Mäori families, with unacceptable negative effects on the health and wellbeing
of the victims (Morris 1997).

Child and partner abuse are associated with health deterioration across most physical
and mental health indices. These health effects are generally cumulative over time and
continue for many years after abuse has ended. Victims of family violence use health
services at up to three times the rate of the non-abused population (Bergman and
Brismar 1991; Koss et al 1991).  Specific health effects include depression, suicidality,
alcohol and drug abuse, post-traumatic stress disorder, eating and sleeping disorders,
anxiety disorders, miscarriage, gynaecological problems, sexually transmitted
infections, head injuries and spinal injuries (Heise 1993).

Taking the NZHS forward

Reducing violence requires a high level of intersectoral co-operation.  The Ministries
of Health, Justice, Social Development, the Department of Corrections and the Police
each have a role in providing advice on policy implementation, promotion of education
and the funding of many services.  Public health providers and primary health care
providers each play a significant role in reducing violence and providing services for
those who are affected by it.

Developments over the last 12 months are described below.

• The Ministry of Health has produced Family Violence Intervention Guidelines in
consultation with major family violence intervention agencies and health
professional colleges (Ministry of Health 2002d). These guidelines are for health
professional groups (eg, paediatricians and midwives) as well as for particular
health service providers, such as emergency departments and family planning
clinics.  The focus is on increasing the safety of women and children through
improved referral and better integration of interventions.

• Contracts for training have been let with the New Zealand College of Midwives
and Doctors for Sexual Abuse Care.  They will run child and partner abuse
intervention training for midwives, general practitioners and sexual health workers.

• Referral processes for identified child and partner abuse have been produced
specifically for general practice.
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• Family violence intervention programmes will be piloted in some DHB Emergency
Departments and Paediatric Departments. As well, four DHBs will be employing
project co-ordinators to pilot training in intervention approaches across DHB
services.

• The family violence project will be formally evaluated.  The objectives of the project
are to give women and children effective and timely health interventions that
support them in breaking the cycle of violence.  This is being done by improving
the knowledge of health professionals about family violence, about their ability to
detect the signs of family violence and about improving their referral patterns.

• The Ministry of Social Development has produced Te Rito, the New Zealand Family
Violence Prevention Strategy (Ministry of Social Development 2002).  The Ministry
of Health is working with them to develop an action plan for the primary prevention
of family violence.

• The Tuhoe Matauranga Trust, Te Kao Kao o Takapau (based in Taneatua near
Whakatane) is a community injury prevention project funded by the Ministry of
Health. It is now in its second year.  The project includes a focus on Mäori approaches
to raising awareness about family violence and its prevention.
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Health a key player in eliminating violence

Health professionals are key players in New Zealand’s effort to eliminate family
violence, and a programme at Hawke’s Bay DHB is training staff to be responsive to
victims of child and partner abuse.  It is one of four DHBs contracted by the Ministry
of Health to provide family violence programmes.

Dr Russell Wills, Community Paediatrician at the Children and Youth Service of Hawke’s
Bay DHB, and colleagues from services in the community have designed a training
programme to teach staff to identify, manage and refer victims of family violence.
Since December last year, over 180 staff have been through training.

‘Staff have a full day of training run by Hawke’s Bay DHB, in partnership with Child
Youth and Family, Police, Women’s Refuge, and DOVE Hawke’s Bay – a local family
violence agency,’ says Dr Wills.

‘Staff have a half day each on child abuse and domestic violence.  We discuss principles
and good practice and then have a full hour of role-play where staff practise asking
the difficult, direct questions.  For example, if a patient has a broken arm, we practise
asking them whether anybody has caused their injury, and if they say yes, we ask
them to tell us about it and if they know what their options are.

‘Staff being trained are those who work with women and children, particularly in the
fields of paediatrics, midwifery, emergency medicine, general practice, sexual health,
well child  and mental health. Ongoing training in family violence has now been
made mandatory for all staff at Hawke’s Bay Hospital who care for women and children.

‘But one-off training is not enough.  We have found that different disciplines have
important and different problems involving assessment of violence in their clinical
practice, so refresher and advanced training courses will be tailored for these particular
issues,’ says Dr Wills. Clinical audit and supervision will ensure the practice is safe for
staff and patients.

The family violence project also supports the development of an effective family
violence intervention for Māori and Pacific health providers, as Māori and Pacific
peoples are disproportionately victims of violence.

The training has gone through a rigorous evaluation that clearly shows staff value
the training and learning a lot about ways to deal with family violence. ‘The evaluation
shows that before and after training there is a large, statistically significant change in
the confidence staff have in addressing both child and partner abuse,’ said Dr Wills.

Community services specialising in family violence in Hawke’s Bay have received
more referrals and more requests for information, and the quality of referrals is
improving, since the programme began. The DHB is looking forward to a partnership
with the Ministry of Health family violence project’s evaluators to add rigour to the
evaluation. ‘We are very excited about this,’ says Dr Wills. ‘It’s nice to be making a
difference, but it’s even better to have good evidence that you are making a difference.’
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2.12 Improving the health status of people with severe
mental illness

Policy context

It is estimated that at any one time 20 percent of the New Zealand population have a
mental illness and 3 percent have a serious mental illness. The health sector is continuing
to implement the National Mental Health Strategy17 to address the needs of this group.

Figure 10: Estimated prevalence of mental health problems amongst adult
New Zealanders

The strategy aims to decrease the prevalence of mental illness and mental health
problems within the community and to increase the health status, and reduce the impact,
of mental disorders on consumers, their families, caregivers and the general community.

Several elements are  necessary for this to be achieved, including access to high quality,
responsive and specialised mental health services (see Sections 3.4 and 7.6). People with
severe mental illness need to live in an environment free from stigmatisation and
discrimination, with opportunities for adequate income, education, housing and
employment.

At present it is not known whether the prevalence of mental illness among Mäori is
higher or lower than that for the rest of the population. To find out, the Ministry of
Health and the Health Research Council have commissioned an epidemiological survey
for mental health. The results will provide clear information on the prevalence rates of
certain mental illnesses in the population by age group and by ethnicity.

What is known is that Mäori hospital admission rates are 40 percent higher than for non-
Mäori; Mäori have higher rates of presentation to crisis, acute and forensic services; and
Mäori are more likely than non-Mäori to suffer from alcohol and drug disorders (Mental
Health Commission 1998). A recent review of forensic services found that of 189 inpatients
in forensic services at that time, 50 percent were Mäori, and overall Mäori represented 15
percent of all people receiving treatment (Ministry of Health 2001f).

17 The National Mental Health Strategy is embodied in Looking Forward: Strategic directions for the mental health services
(Ministry of Health 1994) and Moving Forward (Ministry of Health 1997).
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Late presentation for treatment is a significant reason for higher acuity levels being
recorded.  Since 38 percent of Mäori referrals come from law enforcement or welfare
services (Te Puni Kökiri 1996), primary, early intervention and mental health services
need to be more accessible and appropriate to the needs of Mäori to mitigate entry of
Mäori crisis and forensic services.

Taking the NZHS forward

Improving the health status for people with a severe mental illness depends on the
actions of all parts of the health sector working in collaboration with other sectors.
The Ministry of Health develops policy settings for services, provides a regulatory
environment that balances rights, manages the collection and dissemination of
information on mental health services utilisation and funds and monitors public
education programmes.  The Mental Health Commission monitors the implementation
of the Mental Health Strategy and encourages participation in the mental health
workforce.  DHBs fund services and they, together with primary health care providers,
deliver appropriate services while non-government organisation providers of specialist
services deliver responsive specialist treatment and support mental health services.

Developments over the last 12 months are described below.

• The Te Puāwaitanga: The Māori Mental Health Framework (Ministry of Health 2002e)
which weaves together key strategy documents in mental health and provides a
national framework for DHBs to develop local and regional needs.   It restates the
Government’s commitment to improving Māori mental health. In providing a
strategic direction for DHBs, it incorporates five goals with operational milestones
over five years. The focus of Te Puāwaitanga is on tangible outputs that vary from
inclusion of Māori dimensions; increase of Māori participation and increase of Māori
mental health workforce.

• The Like Minds, Like Mine project has continued to deliver national and regional
programmes to reduce stigmatisation of people with mental health problems18.
The project contracts with 26 regionally based organisations that carry out
community information and education programmes in their local communities
aimed at increasing awareness around stigma and discrimination.

• The project also included a successful television advertising campaign involving New
Zealand celebrities.  This has achieved 80 percent awareness (up from around 60 percent
last year) (Whitfield et al 2002), generated discussion (62 percent of those who saw the
advertisement said that they spoke with one or more people about it) and changed
attitudes – the surveys showed on average a 5–10 percent improvement in attitude
from the general public (Akroyd and Wyllie 2002).  The Like Minds Television and
Radio Advertising Campaign won the ‘Charity/Not for profit/Public Service’ category
at the first EFFIE19 awards to be held in New Zealand.

• The intersectoral strategy for children and young people with high and complex
needs has been implemented.  It aims to improve intersectoral collaboration, to
facilitate the development of joint sector services for children whose needs can
best be met through that mode of working, and to fund individualised packages of

18 The Like Minds, Like Mine project is closely aligned with the vision of the New Zealand Disability Strategy for a fully
inclusive society; in particular those objectives that foster leadership of people with disabilities, ensure rights, and foster an
aware and responsive public through education.

19 The EFFIE (Effective Advertising) Awards are an international competition held every year in 19 countries.
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care for those few      children whose needs are so complex and idiosyncratic
that they cannot be expected to be met through the current services of
existing agencies.

• The Mental Health Support Services Project has been initiated to progress
the findings of the Health Funding Authority’s Non-Clinical Services
Review.  The Mental Health Support Services Project aims to identify what
the funders and providers can do to develop an integrated, recovery-
orientated approach to mental health support services and  better utilise
available resources; identify and minimise  barriers that may prevent
mental health support services from working with service users in a
recovery-orientated approach; and improve outcomes for people with
severe mental health problems.

Otago General Practitioner Link Project

Clients of the GP Link pilot project for the seriously mentally ill in Otago have
been very satisfied with the greater access to health care and information that is
now available.  ‘When I become physically unwell now I can get it dealt with
quicker and my mental state doesn’t deteriorate as much,’ said one client.

The GP Link project ensures that patients with serious mental illnesses have access
to primary health care.  The Department of Work and Income, Otago DHB Mental
Health Services and South Link Health jointly run the project, which is based on
studies that show general physical health needs for the seriously mentally ill are
not being addressed.

‘There are significantly higher levels of poor health perception, smoking and obesity
among the seriously mentally ill compared to other New Zealanders, and there
are considerable numbers of mental health clients with untreated symptoms from
physical illnesses,’ says Diane Curtis, Project Officer for GP Link.  ‘General
practitioners are generally prepared to do more mental health work if the barriers
of cost and time are addressed, if they have access to adequate education, and if
they have support from specialists.’

Twenty clients who had identified but untreated physical health needs participated
in the initial GP Link trial.  Clients were assisted to have their disability allowance
reassessed, their GP attendance assessed prospectively, and they were assisted to
claim for all prescription, transport and health-needs costs.

‘This has been very successful and the project has now been opened up to all
mental health service clients,’ says Diane Curtis.

One client who took part in the survey said they were sure the scheme was
instrumental in enabling them to quit smoking after 35 years.  Another said a
serious heart condition has now been discovered by a GP and, as a result, they
have received all the support they needed.

The outcome of the first pilot showed there had been an improvement in total
health care, less stigma for those involved, and less reliance on specialist services.
There was also comprehensive management of clients, a decrease in the specialist
caseload and an increase in the quality of the service provided.

Stage two of the GP Link project has seen a formal partnership develop between
the Otago DHB Mental Health Service, the Department of Work and Income and
South Link Health.
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Work and Income contracts with the partnership for the delivery of primary
health care to seriously mentally ill clients with a focus on recovery and
participation in community activities.

The Otago DHB co-ordinates and manages clients within the health system by
formalising links with the GP practice and the development of shared-care plans,
and South Link Health enables clients to access their primary health care provider
without financial constraints.

The research unit in Work and Income, in conjunction with Southlink Health
and the Otago DHB, will evaluate the project at the end of the 12–month
period.

2.13 Ensuring access to appropriate child health care
services, including well child and family health
care and immunisation

Policy context

Children’s services are shaped by the Child Health Strategy (Ministry of Health 1998b).
The strategy provides future directions and principles for health and disability services
for children.  Children’s health is an important issue, both in its own right, and because
it can impact on health in later life.

The priority groups of children who have the highest need for access to effective services
are tamariki Mäori, Pacific children, children with high health and disability support
needs and children from families with multiple social and economic disadvantage.

Developing vaccines and increasing immunisation rates have been two of the major
focuses of the strategy over the last 12 months for several reasons.  Since 1991 New
Zealand has been experiencing an epidemic of serogroup B meningococcal disease,
for which there is no New Zealand appropriate vaccine.  There have been 4,419 cases
including 193 deaths.  The disease mainly affects under 20 years olds and
disproportionately affects Mäori (21.4/100,000) and Pacific children (46.0/100,000)
compared with 9.0/100,000 for European/Other children.  It is estimated that the direct
and indirect costs to the health sector are $300 million (including $40 million treatment
costs).  The Government has committed to a strategy to develop an appropriate vaccine
(see Section 3.1) which should lead to a nationwide immunisation programme in 2004.

Many other childhood diseases, such as measles and mumps, can be prevented  by
ensuring high coverage of immunisation for these diseases.  However, periodic
epidemics, such as the measles epidemic in 1997, show that immunisation rates can be
improved.

The overall rate of children hospitalised for vaccine-preventable diseases (VPDs)  over
the last five years has remained stable.  Hospital discharge data for VPDs as a whole
show disparities between ethnic groups, with higher rates in Pacific and Mäori  children.
These higher rates suggest they have lower immunisation rates (which have been
documented previously in coverage surveys).  Other explanations may be that diseases
affecting these groups may be more severe, or that they have poorer access to primary
health care services.
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Figure 11: Standardised discharge rates for vaccine preventable diseases for
children under 15 years, by ethnicity, 1996/97–2000/0120

20 The vaccine-preventable diseases included in the graph are those delivered free as part of the Childhood Immunisation
Schedule.  This does not include influenza, which is only available free to children defined as ‘at risk’.

There are some marked differences between these hospital-based data and total VPD
notifications (which includes those from community and primary care data). The latter
indicates for example, that in 1996/97 there was a measles epidemic that
disproportionately affected Mäori and Pacific children.  By contrast, the current
pertussis (whooping cough) epidemic has much higher notified rates in Päkehä
children.

A number of approaches are being adopted to increase immunisation rates for Mäori
and Pacific children.  The use of mobile services and outreach (Rural Expert Advisory
Group 2002) can increase access and continuity of care.  For example, Mäori whänau
enrolled in well child services provided by Mäori groups, which home visit for all
checks are more likely to remain engaged with the service, and immunisation services
provided in the home have achieved high immunisation rates (Crengle 1999).  PHOs
will be encouraged to adopt innovative methods of service delivery and access barriers
will be lowered for people.

Taking the NZHS forward

Responsibility for creating healthy children rests with the whole community.  Parents,
family and whänau, schools, health service providers, funders and planners, other
social service agencies and central government all have a role to play.  A number of
initiatives to improve child health have taken place over the last 12 months.

The National Immunisation Programme has put a number of initiatives and changes
in place.  These include the following:

• The development and rollout of the national immunisation register, which will
assist providers to determine children’s immunisation status, and identify those

Source: Ministry of Health
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children who are not accessing services. Up to now, GP registers have not generally
been able to ‘communicate’ with each other and children, particularly those in
highly mobile families or those using multiple providers may not be immunised
due to lack of knowledge of their immunisation status.

• Development of outreach services.  The National Immunisation Programme is
currently planning to fund Mäori and Pacific providers to facilitate immunisation
or provide immunisation in community settings. This is being done in collaboration
with the meningococcal B vaccine strategy team, to ensure that strategies are
consistent. The implementation of the Well Child Service Policy Framework should
also assist uptake of immunisation services.

• Immunisation promotion.  The Ministry of Health has been continuing to promote
immunisation both through health professionals and through other media; for
example, contracts with the Immunisation Advisory Centre, immunisation and
well child contracts.

Other developments over the last 12 months are described below.

• Indicators of access to services for DHBs (see Appendix) have been developed by
the Ministry and discussed with paediatricians and child health managers from
around the country.  Key access measures are hearing screening at school entry,
repeat admissions for asthma and ambulatory sensitive admissions.

• The Well Child Tamariki Ora National Schedule Handbook has been developed to assist
and support all providers to deliver well child care.  DHBs will be implementing
the recently finalised Well Child Service Delivery Framework over the next two to
three years.  As part of this process, DHBs are currently completing a stocktake of
their well child providers’ current coverage, capacity and workforce competency.

• Kidslink is the information system being used as the basis for developing a national
immunisation register.  It is being piloted in Counties Manukau and Waitemata
DHBs (see case study for more detailed information).

• Youth Health: A guide to action has been developed by the Ministry of Health, in
consultation with the Ministry of Youth Affairs (Minister of Health and Minister
of Youth Affairs 2002).  It contains the ideas of many people about what needs to
happen to improve the health of young people in Aotearoa New Zealand.  More
school-based health clinics and more opportunities for the participation of young
people in health sector decision-making are advocated.

• The High and Complex Needs Intersectoral Unit has been established.  The unit is
funded and supported by the Ministries of Health, Education, Social Development
and the Department of Child Youth and Family Services.  The unit arose from
concerns that children and young people with high and complex needs frequently
failed to access the type and level of services that would fully meet their needs.
The unit funds intensive, case-managed services for individual children and young
people with the highest and most complex intersectoral needs (see Section 5.3).
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Kidslink off to a good start in Counties Manukau and
Waitemata

Population health benefits from Kidslink are already being seen at Counties
Manukau and Waitemata DHBs where it has been operating since February
this year.  The Kidslink information system monitors children’s progress through
both the well child and immunisation schedules and involves the co-operation
of hospitals and community well child and primary health care providers.

‘We are 29 weeks into the programme and we now know that 80 percent of our
birth cohort have completed their six weeks’ immunisation and 84 percent have
completed their well child checks. More importantly, we know exactly who the
children are who are overdue for these services and the reasons why,’ says Nettie
Knetsch, General Manager of Kidz First Hospital.

Babies are automatically entered on the Kidslink register when they are born
and all demographic and provider data are checked and downloaded onto
Kidslink overnight.  Caregivers are informed about the Kidslink register and
are able to opt out if they wish.   Kidslink is updated when children receive their
regular well child and immunisation checks and providers are notified by the
Kidslink system administrator if children are overdue for checks.

Providers will attempt to locate these children and their families.  If the child
has still not received their scheduled checks after another two weeks, the system
administrator will notify an outreach provider, who uses community networks
to locate the child and family and link them back to the health services.

‘Being so involved in the user group meetings, and identifying changes when
testing the system, proved to be invaluable during the Kidslink implementation,
and it built our confidence that the system would meet our needs,’ says Westkids
spokesperson Trish Lawther.

The Kidslink immunisation schedule will form the basis of the development of
the National Immunisation Register, which will be rolled out around the country
over the next two to three years.  Lessons from the Kidslink experience at
Counties Manukau and Waitemata will assist the development and
implementation of the national immunisation register.
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Chapter 3:
Improving Health Services

Health care services play an important part in the implementation of the 13 population
health objectives and other aspects of the NZHS.  The Government has identified a
small number of these services for focus in the short to medium term. This section
outlines some of the developments in these services over the last 12 months.

3.1 Public health

Public health services play a significant role in improving population health outcomes
and reducing inequalities in health status.  These services are particularly important in
the implementation of many of the population health objectives described in
Chapter 2.  Their activities involve a mix of disease prevention, health promotion and
health protection programmes.  A range of strategies is used to achieve the desired
outcomes and objectives.

The Ministry of Health currently has funding responsibility for public health services.
It is working with individual DHBs, and through a national group facilitated by District
Health Boards of New Zealand (DHBNZ), to implement a work programme that puts
into practice shared decision-making at each of four levels:

• ongoing relationships between Ministry and DHBs as planners and funders

• wider sector involvement in public health planning and funding

• specific joint projects and information sharing

• reorienting public health provider service plans and specifications.
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Table 2:  Response to tobacco control: an example of public health action

A comprehensive approach to tobacco control: examples of public health responsibilities
at national, regional, and local levels

National policy development
Examples include:

• taxation

• smokefree environments legislation

• ban on advertising tobacco products

• restrictions on access to tobacco, including age limits for buying tobacco

• warnings on packs.

National services
Services delivered across the whole country that add value and support local and
regional services.  These are provided mainly by non-government organisations.
Examples include:

• national media campaign

• national Quitline/smokefree sponsorship

• social marketing

• national smokefree education materials and information

• national co-ordination and training

• cessation guideline development

• monitoring and surveillance of legislation

• evaluation and research.

Regional services
Services that are provided by non-government organisations and Public Health Units
across more than one DHB district.   Examples include:

• regional co-ordination of smokefree services

• regional media campaigns

• monitoring, surveillance, and enforcement by regional Public Health Units

• health professional training.

District services

Services that are local in scope.  They are driven by the local community and support
national and regional objectives.  These services are provided by non-government
organisations and Public Health Units.  Examples include:

• monitoring, surveillance and enforcement by some Public Health Units·
smokefree schools

• community action programmes (eg, smokefree marae)

• health professional training

• smoking cessation services, including access to NRT (eg, Aukati Kai Paipa, Quit for
Our Kids, smoking cessation for pregnant women).
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Taking the NZHS forward

The Ministry of Health is currently developing a strategic action plan for public health
called Achieving Health for All People – Whakatutuki te oranga hauora mo nga tangata katoa:
A Framework for Public Health Action for the New Zealand Health Strategy.  Wide
consultation has been held and the working document has been distributed to providers
and DHBs for trial use prior to finalisation in May 2003.  The objective of the action
plan is to give life to the goals and vision of the NZHS using public health approaches.

The Ministry of Health and public health care providers are working towards the
objectives and priorities of the NZHS through a wide range of programmes and
initiatives.  Many public health initiatives have been described in detail in Chapter 2.
Other significant developments in the last 12 months are described below.

• New Zealand is now in the 12th year of a group B meningococcal disease epidemic
that has affected the lives of thousands of people and caused nearly 200 deaths,
with estimated social and health costs of over $75 million a year. The Meningococcal
Vaccine Strategy is well under way. Assessment of the phase I clinical trial has
been positive, with the vaccine performing as expected.  The first stage of the phase
II clinical trials commenced in October 2002, preceded by an awareness and
recruitment campaign in September 2002.  Pending further approvals and licensure,
the vaccine is expected to be available for a pilot roll-out in south Auckland from
mid-2003, prior to a nationwide roll-out from the second quarter of 2004.

• Integrated Approach to Infectious Disease: Priorities for action 2002–06 (Ministry of
Health 2001g), an action plan for tackling infectious diseases, has been developed.
The plan was developed collaboratively with the infectious disease sector and
provides a national framework for infectious disease control over the next five
years.

• The Ministry of Health is finalising a new public health grading process for drinking-
water standards to be applied to supplies later this year.  The Drinking-water
Standards Register, produced annually, lists the gradings achieved for community
water supplies.  In the last year, the Ministry has produced over 30 model public
health risk management plans for various aspects of drinking-water supplies (eg,
catchment of source water, treatment, storage risks, distribution) which can now
be used by water suppliers to assess the risks to their supply.

• The Ministry of Health held a mock emergency, known as Exercise Virex, to update
New Zealand’s Influenza Pandemic Preparedness Plan. It identified areas that need
work, primarily in communications, and New Zealand’s workforce is now better
prepared to minimise disruption and death resulting from an influenza pandemic.
As a result of the exercise, an action plan was developed and released to DHBs in
September 2002 to guide the regions to develop their own action plans.

• DHBs have been active in a wide range of public health initiatives over the past 12
months.  For example, Waikato DHB has identified diabetes as one of the key
priorities within its district strategic plan.  It has established a Mäori diabetes steering
group made up of representatives from Mäori providers, consumers, iwi, health
professionals and advocacy organisations.  Working with the Ministry of Health
and the Public Health Service, the DHB is overseeing the modelling of an integrated
and collaborative approach to the development and delivery of diabetes prevention
through primary health care. The final report was completed in September 2002,
with recommendations for action plans related to working in primary health care
settings around diabetes prevention.
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• Through the Regional Public Health Steering Group, regional public health units
have also developed a number of projects.  For example, the Auckland unit has
established a collaborative project to assess and respond to Asian public health
needs in the Auckland area. The project involves the Asian Network, all three DHBs
in the Auckland area, the Regional Public Health Unit and the Auckland Locality,
Ministry of Health.  It will involve a demographic assessment; analysis of health
needs for Asian populations in the Northern region; a literature review; and
consultation with Asian groups.

3.2 Primary health care

The implementation of the Primary Health Care Strategy has been the major focus for
primary health care services in the past 12 months.  This is described in detail in Section
7.2.

3.3 Reducing waiting times for public hospital elective
services

Reducing waiting times for public health services has been identified as one of the
seven key service priorities for the current 18 months.  This priority is described in
detail in Section 7.4

3.4 Improved responsiveness of mental health services

Policy context

This area of work is one of the key service priorities in the short term.  The National
Mental Health Plan Moving Forward (Ministry of Health 1997a) sets out the actions to
achieve the objectives of Looking Forward (Ministry of Health 1994).  These objectives
include more and better services, more and better services for Mäori, and improved
infrastructure.  Services must be more accessible and more responsive to needs (see
Sections 2.12 and 7.6).

The Mental Health Information National Collection (MHINC) is poised to greatly
improve the Ministry of Health’s understanding of sector performance in mental health.
It provides data on service utilisation by population group and service type.  DHBs
can now assess the degree to which they are meeting the needs of the 3 percent of the
population with severe mental illness.
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Figure 12: Number of clients seen per month by mental health team type

   Source: MHINC21 data, Ministry of Health 2002

21 MNIHC is a new database and the Ministry of Health gives no guarantee as to the accuracy or completeness of the data
supplied.

22 Some of these initiatives are described elsewhere in this report; for example, see Sections 2.5, 2.6, 2.11, 2.12 and 7.6.
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The Blueprint for Mental Health (Mental Health Commission 1998) gave the basis for
providing additional funding for increased services and focuses on the development
of the mental health workforce (see Section 7.6).

Taking the NZHS forward

Over the last 12 months there have been significant initiatives to improve the
responsiveness of Mental Health Services.22  Many DHBs have been active in improving
the quality and amount of care they are providing.  This has often involved them
working together.

Regional networks (including consumer networks) were being established during
2001/02.  For some regions this was a matter of strengthening current infrastructures,
while for others it meant establishing the required infrastructures upon which to base
their network.  Each region has made considerable progress during the year.  Where
this is coupled with a strong starting point, the consumer networks are well established
and moving towards consolidation.
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The Ministry has funded a new programme, Te Rau Matatini, for the development of
the Mäori mental health workforce.  The overall aim of Te Rau Matatini is to contribute
by:

• enhancing the cultural, clinical and managerial skills of Mäori who are already
engaged in the provision of mental health services for Mäori by arranging
appropriate courses and training programmes

• increasing the size of the Mäori mental health workforce by actively promoting
mental health as an attractive work destination, by facilitating the recruitment of
personnel from other areas of the health sector and by encouraging the entry of
new participants

• expanding the skill base of Mäori primary health care workers to encompass
primary mental health care

• assisting DHBs to develop recruitment and retention strategies that will strengthen
their capacity to deliver quality services to Mäori

• encouraging professional bodies to recognise the needs of Mäori trainees in mental
health training programmes

• developing national strategies and contributing to the formulation of policies for
the ongoing development of the Mäori mental health workforce.

DHBs have been implementing and funding a number of innovative responses to the
need for improved mental health services.  Some of these are described below.

The Taranaki DHB has established Te Rau Pani.  This encapsulates the common vision
and desire of many people – tangata whaiora, whānau, clinicians, Māori mental health
workers and service providers – for an integrated kaupapa Māori mental health service,
to better meet the needs of Māori who have a diagnosed mental illness. This
organisation’s mission is to provide an iwi-based specialist kaupapa Māori mental
health service to whānau, hapū and iwi in Taranaki.  Recently the DHB’s provider arm
Māori mental health team was seconded to Te Rau Pani.

The Auckland DHBs and Northland DHB have funded a number of providers to deliver
mental health services to Māori and Pacific peoples.  These providers offer services
such as whānau support services to child and youth; early intervention services for
child and youth; community-based services for Pacific people; whānau networks;
kaupapa Māori alcohol and drug services; alcohol and drug residential services; and
alcohol and drug services for mothers and babies.

Five DHBs23 are trialling a service called ‘Knowing the People Planning’.  This approach
is based on the individual needs and experience of long-term (two years or more)
mental health consumers.  This programme is based on ongoing work between South
Island stakeholders and Auckland University to improve services for people with long-
term mental illness.

‘Knowing the People Planning’ is a client-centred approach to planning and
management and to finding out what adults with long-term mental illnesses will need
to enable problems to be tackled and solved locally.  Instead of planning services based
on national data, the information (eg, on the number of people living in poor housing)
is built up from local caseloads.

23 West Coast, South Canterbury, Southland, Nelson Marlborough and Whanganui District Health Boards.
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This approach provides DHBs with a tangible and realistic target. Paul Liddy, the
clinical leader at Inpatients Unit in Timaru Hospital, reports that this leads to a service
tailored around individuals.  ‘It is a bottom-up process that has Boards working with
consumers and the families/whānau, case managers, needs assessors and managers
so that people’s actual needs and experiences drive both clinical and management
decision and action.’

DHBs, the Ministry of Health and the Health Research Council have all contributed to
the development of a major study of the needs and costs of services for consumers.
The Health Research Council has made further progress on the development of
consumer and Mäori outcomes measurement. Service providers have made an
investment in introducing a standardised outcome measurement within their services.

West Auckland Pacific people’s health fono

West Auckland is putting the Blueprint priority of improved Pacific mental health
services into action, with the creation of a new community mental health service.
West Auckland Pacific Island Health Fono (Pasifika Healthcare), which provides a
range of health services for Pacific people, began in 1990 with the provision of an
outreach nursing service from a residential address in Hindmarsh Street. It now
provides a range of health services – including GP services, services for youth, cervical
screening, pregnancy support, cultural programmes and many others – and has just
been awarded a contract to provide mental health services as well.

David Lui, team leader for Pasifika Healthcare’s mental health team, says the aim of
the new mental health service is to ‘provide a quality and culturally appropriate
community support mental health service that is accessible for Pacific people in
West Auckland’.

‘West Auckland Pacific Island Health Fono is unique in attaching the mental health
arm to the general practice and other primary health services. We believe this reduces
the stigma that is associated with mental illness and increases the accessibility of
mental health to the Pacific community, especially when you consider there are
over 10,000 people registered with the GP service here.’

David says Pacific people take a holistic view of health, which emphasises the family
as the unit of the community. By placing a mental health service alongside its other
health services, Pasifika Healthcare is ‘providing pathways for Pacific people and
consumers to enter the secondary mental health clinical services and vice versa –
that is, allowing Pacific consumers to exit secondary mental health services back to
the care of the GP and assimilate back into the community. It’s a one-stop shop’.

Bram Kukler, of Waitemata District Health Board, says the point of difference with
Pasifika Healthcare – which is about health care by Pacific peoples for Pacific peoples
– is the key to its success.

‘Mainstream services do not as a rule work as well as they could for Pacific peoples.
The family, the community and church are a huge part of life for Pacific peoples
whereas in mainstream medicine, family consultation is not integral to the delivery
of service.  This is about decisions being made by Pacific peoples for Pacific peoples.
It’s a much more comfortable way of working.’
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3.5 Accessible and appropriate services for people
living in rural areas

Policy context

One in four New Zealanders lives in rural areas or small towns. The NZHS
acknowledges that rural New Zealanders need greater certainty of access to health
services.  The Primary Health Care Strategy (see Section 7.2) indicated the need to
develop a coherent approach to rural health service provision, including the difficult
issues of attracting and retaining the appropriate workforce.

The uneven distribution of GPs and other primary health care providers in New Zealand
means that there are many rural areas where health care practitioners have heavy loads.
In other areas patient numbers may be lower but the on-call demand for services is
still high.

In rural areas and towns with fewer than 10,000 people, on average one in five people
are Mäori.  Some DHB areas, for example, the far north of Northland and Tairawhiti,
there is a high concentration of Mäori.  These areas experience health problems
associated with ethnicity and/or socioeconomic status, and have both challenges and
opportunities for the organisation and delivery of culturally appropriate health services.

Table 3: General practitioners per 100,000 people in urban and rural locations in
New Zealand, 2000

Population Population GP FTEs GP FTEs
range Estimate24 Per 100,000

Main urban areas 3 0 , 0 0 0 +2 , 6 8 2 , 1 0 02 4 5 5 9 1 . 5

Secondary areas 1 0 , 0 0 0 – 2 9 , 9 9 92 6 8 , 1 0 02 9 3 1 0 9 . 5

Minor urban areas
and rural areas 0 - 9 , 9 9 98 7 8 , 9 0 05 9 0 6 7 . 2

Source: Medical Council of New Zealand, The New Zealand Medical Workforce in 2000.

Taking the NZHS forward

The Rural Expert Advisory Group document released its report Implementing the Primary
Health Care Strategy in Rural New Zealand (Rural Expert Advisory Group 2002).  The
report sets out ways to achieve accessible and appropriate primary health care services
for people living in rural New Zealand.  This will be achieved through:

• creating a context for realising opportunities and supporting locally devised
solutions to issues in primary health care

24 Population estimated for June 2000.
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• ensuring equitable and effective access to an appropriate range of quality primary
health care services that are delivered within the rural community or within
acceptable travel times

• developing, maintaining and recruiting a skilled, multidisciplinary rural workforce
that works in partnership (that is, in a co-operative, co-ordinated and collaborative
manner).

The Minister of Health accepted the recommendation of the Rural Expert Advisory
Group that a rural primary health care premium be paid to Primary Health
Organisations to help rural areas retain a skilled primary health care workforce.  The
Minister announced the allocation of $32 million over three years for rural support
funding as part of the primary health care funding package.

The rural primary health care premium is made up of two parts.  The first is workforce
retention – a flexible resource to assist with supporting and retaining the primary health
care team.  The second is reasonable roster funding – a targeted resource aimed at
those experiencing onerous on-call arrangements.

Transitional funding to address urgent workforce retention needs has been made
available to DHBs while PHOs are being established.  During 2002, the Ministry advised
DHBs of their workforce retention funding allocations and DHBs are now in the process
of allocating the funding.

The Ministry of Health is managing a central pool of reasonable roster funding for
providers, who were asked to apply to their DHBs for funding.  DHBs have forwarded
those applications they supported to the Ministry of Health.

The rural primary health care premium is in addition to $4 million allocated to the
rural bonus scheme and $1 million each year available for the Rural Locum Support
Scheme.

The Rural Locum Support Scheme became operational in February 2002.  It is aimed at
improving the retention of rural general practitioners and the sustainability of primary
medical services.   The target is to provide all rural GPs with at least two weeks’ locum
cover per annum, which equates to a total of approximately 800 locum weeks per year.
To date the scheme has been successful in making placements available for 130 weeks.

Many rural providers have made use of these options.  For example, in April 2002 a
GP resigned in Turangi (population 5,046) in the Lakes DHB. This led to an unacceptable
level of pressure on the remaining GPs and other providers.  The DHB, existing health
care providers and the community maintain an acceptable level of medical services
by, among other things, the following:

• An after-hours nurse triage system was introduced which reduced some of the
pressure on GPs after hours, and is working well.

• This was combined with a ‘super roster’ where doctors from Taupo, the nearest
large community, provide assistance after hours.

• The DHB received funding from the Reducing Inequalities Contingency Fund (see
Section 4.3) to reduce co-payments for patients.  This had the effect of increasing
access for patients, reducing the stress and workload for GPs and it is hoped that it
will improve recruitment prospects for Turangi.
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• The DHB is exploring ways to assist the creation of a nurse led service  by a local
Māori health services provider.  This service would provide triage, assessment
and treatment for appropriate conditions and is expected to reduce the pressure
on GPs by reducing the number of consultations they need to make.

• The DHB was allocated funding for transitional funding workforce retention and
the Reasonable Roster Funding scheme.  The DHB has appointed a project manager
to work with stakeholders to distribute the funding.

• The key stakeholders are working towards the establishment of a PHO which they
hope will be able to address some of the problems that rural areas face on a more
permanent basis.

The Board believes that what started as a crisis has turned into a catalyst for PHO
development.

Large distances, lack of transport and obstructive geographical features are often
barriers to access to services in rural areas. A number of initiatives have been developed
to address these barriers.

For example, since May 2000 the Ministry of Health has been piloting Healthline, a
free 24-hour telephone triage and health advice line in Northland, Tairawhiti,
Canterbury and the West Coast of the South Island.  The Healthline pilot has been
extended until 30 June 2003.  Three of the DHBs were chosen because of their largely
rural nature and two have a high Mäori population.  Part of Healthline’s objectives is
to reduce barriers to access for Mäori.

In the initial two-year period there were over 79,000 calls.  Over two-thirds (72 percent)
of calls made to the Healthline service during the first two years of the pilot were
made ‘out of hours’.  An independent evaluation showed high levels of satisfaction
with the service.
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Kaipara Care – co-ordinating rural health services

Kaipara has approximately 17,000 people living on a long, narrow land mass in
southwest Northland.  Dargaville is the largest urban centre with a population of
about 3,500.  Kaipara Care Incorporated, based at Dargaville Hospital, was established
in 1997 for the challenging task of co-ordinating health services for people and
communities in this region.

Funded by Northland DHB, Kaipara Care brings together all the major providers in a
common approach, including the local DHB hospital and community health services,
Te Ha O Te Oranga O Ngati Whatua (iwi health provider), the Community Health
Trust, independent health providers and Dargaville Medical Centre. The incorporated
society has approximately 28 member providers, including rest home operators,
pharmacists, Plunket, independent midwives and mental health providers.

Kaipara Care is carrying out projects in the areas of asthma, diabetes, well elderly,
nursing and immunisation.

‘Kaipara Care has been involved with some key projects over time, which were
developed to try and make a difference to the health of the population. Real advances
have been made in the way care is co-ordinated in each of the projects,’ says Chris
Tipa, Project Manager for Kaipara Care.

Mr Tipa says that project-managing Kaipara Care is very rewarding and that the
project is about to get bigger as they are currently assembling the information Kaipara
Care’s board needs to take the next step in becoming a Primary Health Organisation.

‘One of our early aims is to consolidate different health providers’ databases to establish
our enrolled population,’  Mr Tipa says. ‘The process of developing an understanding
of what a Primary Health Organisation will involve, and then setting about to achieve
it, is a challenge for us as well as our neighbouring health organisations throughout
Northland. Continued dialogue with them and the primary health care team of
Northland DHB is extremely helpful.  Kaipara Care has been governed along similar
lines to a Primary Health Organisation since its formation. Partnership with iwi, provider
co-operation, local solutions and work on referral processes has seen many gains
already.’
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Chapter 4:
Reducing Inequalities

Significant inequalities exist between different groups of New Zealanders.  For example,
Mäori, Pacific peoples and those from lower socioeconomic groups have worse health
and die younger than other New Zealanders.  The reasons for this are complex, and
often beyond the control of the individuals most affected.

Figure 13: Life expectancy at birth by ethnicity, gender and deprivation scale25

The NZHS identifies the need to reduce inequalities in health.  This priority involves a
co-ordinated approach, both within the health sector and with other government
agencies and sectors such as social development, housing and education. Communities
play an important part in generating responses to inequality.

The strategic direction for addressing health inequalities is described in detail in Section
7.3.  The following section describes some of the specific inequalities facing population
groups and some of the key initiatives that have been put in place to address these.

25 NZDep96 is a census-based small area deprivation index that combines data from nine socioeconomic variables in the 1996
Census (such as income, education, employment, crowding and asset ownership). Scores are usually grouped into deciles
(tenths).  Those in the highest deciles are the most disadvantaged. Some of the scales have been aggregated because of small
numbers.
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4.1 Reducing inequalities for Māori

Policy context

The poorer health status of Mäori is significant and well documented.

• Mäori die earlier and have higher rates of morbidity than other New Zealanders.

• Mäori at all educational, occupational and income levels have poorer health status
than non-Mäori.

• Mäori life expectancy is lower than non-Mäori by about seven years.26

• Mäori rates for secondary and tertiary avoidable mortality are higher than for
Europeans and others and similar to those of Pacific peoples.

Figure 14: Standardised mortality rates for avoidable mortality27 by ethnicity,
1996–1998

Secondary avoidable mortality Tertiary avoidable mortality

The sector has responded to growing Mäori leadership to ensure there is a Mäori voice
in health decision-making and in developing appropriate services for Mäori.  All DHBs
have at least two Mäori members, are supporting governance training for Mäori board
members, and have developed a Treaty training package for all board members.  Action
to reduce inequalities for Mäori is taken within a Treaty of Waitangi framework due to
its relevance in describing the relationship between the Crown and Mäori (Durie 1998).

The Ministry has developed a number of ways to address these inequalities.  An
intervention framework has been developed that sets out the strategic direction for
addressing health inequalities (see Section 7.3).  Another important response is the
development of He Korowai Oranga (Mäori Health Strategy), which provides guidance

26 This gap has been declining over the last 50 years.

27 Avoidable mortality means the deaths of people aged 0–74 due to conditions considered to be responsive to preventive
interventions or ambulatory health care.  Secondary avoidable mortality means deaths due to conditions considered to be
responsive to early detection and prevention, typically in the primary health care setting.  Tertiary avoidable mortality means
deaths due to conditions considered to be responsive to medical or surgical treatment, even when fully developed.
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on how the health and disability sector can work at both the national and local level to
achieve health gains for Mäori  (see Section 7.1).

Taking the NZHS forward

Mäori health providers, DHBs and the wider sector have developed many responses
to specific health and disability issues that will contribute to addressing inequalities.
Some of these are described in greater detail in Chapters 2 and 7.   Other initiatives are
described below.

• Particular effort has been put into ensuring that primary health care services are
able to meet the needs of Mäori more effectively. Several Mäori providers or
mainstream providers with a large Mäori population have received funding to
establish new services to reduce costs for Mäori and increase accessibility.  The
Primary Health Care Strategy will reduce access barriers for Mäori (see Section
7.2).

• Ongoing problems with the quality and comprehensiveness of ethnicity data have
continued to hamper attempts to monitor Mäori health.  The collection of accurate
ethnicity data has been identified as a priority in He Korowai Oranga (see Section
7.1) and in WAVE (see Section 6.1).  The Ministry of Health, led by the Mäori Health
Directorate, has begun work on a project to improve ethnicity data collection in the
health and disability sector.  Six areas of work have been agreed covering standards,
collection tools, collection processes, compliance and monitoring and linkage to
health programmes.

• The Mäori Provider Development Scheme (MPDS) has now been in place for five
years.  In 2001/2002 scholarships were awarded to 420 students, representing 69
percent of all applications received.  Recipients included 6th and 7th form students,
along with doctors, nurses, midwives, dental therapists, dentists, pharmacists,
health management students and students studying health-related topics at
undergraduate and postgraduate levels.

• The Taitamariki Suicide Prevention Programme is a community development
project funded by the Ministry of Health in six communities, and which focuses on
improving health and social outcomes for Mäori.  Each site has employed a
community co-ordinator to identify the issues, solutions and mechanisms for their
community (see also Section 2.5).

• The Intersectoral Community Action for Health (ICAH) programme (see Section
5.3) has three programmes under way in Te Tai Tokerau.  Hei Oranga i te Whenua
is a gardening project.  The main aims are to increase the wellness of the whänau
by using natural resources to improve nutrition through growing fresh vegetables
and to enhance knowledge about planting and tending gardens. Tu Maia, operates
at Kaitaia College, with the involvement of community, parents, teachers and
students, and focuses on enhancing student achievement.  The Ahipara Youth
Intersectoral project is aimed at youth aged 10 to 18 years who reside in the Ahipara
area.  This project assists young people to strengthen their sense of identity,
knowledge and understanding of themselves as Mäori.
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Ka piki te oranga mo nga iwi katoa kei Porirua

This vision – to achieve better health and wellbeing for everyone in Porirua – has
been the overarching goal of Porirua Healthlinks, a charitable trust established a year
ago to help provide community leadership and a voice in health-related initiatives.
The group aims to improve the overall health of the 47,000 Porirua city residents, by
community and government representatives working together to shape policies aimed
at better health and disability outcomes.

In its first year of implementation, Porirua Healthlinks — which acknowledges that
factors such as employment, housing, income and education have a major influence
on people’s health and wellbeing — has become a significant local organisation with
a growing and constructive influence.

Porirua Healthlinks manager Willie Taurima says getting better city-wide access to
effective preventive, primary and specialist health services is a priority, especially with
the high number of Māori and Pacific people in the region.  About 20 percent of
Porirua’s population is Māori, 23 percent are Pacific peoples and almost half the city’s
population are in areas of relatively high deprivation.

‘Big projects we’ve been working on which we hope will significantly improve
community health are the diabetes, primary care access programmes and development
of services from Kenepuru Hospital,’ he says.

The Primary Care Access Project in Porirua, launched by Health Minister Annette
King on October 25 this year, is the implementation of Porirua Healthlinks’
recommendations and the result of many months of hard work.  The project gives
improved access to primary care services, particularly for Māori, Pacific peoples and
low income-earners. This has resulted in a new health information and communication
service, additional mobile community health workers and community-based nurses,
full funding for practice nursing services and reduced charges for GP consultations.

Along with the Porirua City Council, Ngāti Toa, Capital and Coast District Health
Board (DHB) and other organisations, Porirua Healthlinks is also working on an
integrated diabetes project to reduce the incidence among city residents and improve
the quality of life for people with diabetes.

Porirua Healthlinks has strong community support from quarters such as the city
council, Porirua Healthy Safer City Trust, Porirua Health Partnership, Porirua
Community Health Group, the Pacific Forum and Taurahere representatives. Mr
Taurima emphasises that the involvement of key players at all stages of service planning
and implementation is essential to improving health and reducing inequalities in the
community.

‘We have very committed, passionate people working on these projects who are
determined to make a difference, and that’s really important,’ he says.

‘There are a lot of volunteers who contribute 110 percent to the work we do and
contribute valuable local experience. It’s important also to acknowledge the work
that has gone on in the community before Porirua Healthlinks was established. In
many ways we are developing work that has been progressed considerably by others
in the past.’
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Porirua Healthlinks has a long list of achievements, including:

• working with community representatives to help get regional hospital agreements
on medical beds and services to meet future and current needs, as well as agreement
on a  24/7 accident service

• supporting Housing Action Porirua, particularly with the Community Renewal
initiative planned for Porirua East

• working with the Ministry of Education Achievement Porirua Project to maximise
health gains

• successfully advocating for improved public transport to Kenepuru Hospital

• making sure, through quarterly forums and a community newsletter, that the
DHB, health providers and other agencies have regular contact and feedback with
the appropriate communities.

4.2 Reducing inequalities for Pacific peoples

The health status of Pacific peoples is poor in comparison to non-Mäori and similar to
that of Mäori.  Young Pacific children have high rates of pneumonia, infectious diseases
such as meningococcal disease, and unintended injuries. Older people have high
hospitalisation rates for pneumonia, stroke and high rates of diabetes.  One in seven
Pacific peoples has a disability.

Figure 15: Life expectancy at birth by ethnicity and gender
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The Government has recognised the need to improve health and other social services
for Pacific peoples.  The Pacific sector itself has been active in reshaping and delivering
services to improve health and disability outcomes for Pacific peoples.

The Ministry has established a Pacific health team responsible for representing Pacific
interests across all Ministry directorates and in association with other government
agencies, DHBs, Pacific providers and community groups.  DHBs are funding actions
that will help reduce Pacific health inequalities in key health gain areas, such as primary
health care, child health, diabetes, and cardiovascular health.

Taking the NZHS forward

The Pacific Health and Disability Action Plan (Minister of Health 2001a) is the key
strategy to reduce inequalities and improve health and disability outcomes for Pacific
peoples.   The plan sets out a comprehensive approach to co-ordinating holistic and
integrated health and disability services for Pacific peoples. DHBs and Pacific providers
have important roles to play in achieving the goals both of the plan and of other health
strategies that have a focus on Pacific health.

The Pacific Provider Development Fund has supported a range of capacity-building
initiatives.   In 2001/02 funding was allocated to support Pacific-priority DHBs to
develop primary health care and provider networks, to assist 23 NGO Pacific providers,
to sponsor 15 Pacific leaders through an eight-month Pacific Health Leadership
Programme and to sponsor 15 Pacific individuals in employment-related studies and
health-related research.

The Ministry is currently developing a Pacific Workforce Plan in consultation with
DHBs, Pacific providers and Pacific communities.   The Ministry is also leading a project
to improve the quality of ethnicity data (see also Section 4.1 and 6.1).  This will lead to
better measurement of Pacific health status and better evaluation of Pacific health policy
and interventions.

Over the last 12 months the Ministry, DHBs and Pacific providers have progressed a
range of Pacific health initiatives, which are described below.

• A consortium of Pacific primary health care providers in the Counties Manukau
DHB formed TaPacefika, the first Pacific Primary Health Organisation in New
Zealand.  Three Pacific primary health care providers received funding from the
first funding round of the Reducing Inequalities Contingency Fund (see sections
7.3 and 4.3).

• Key intersectoral initiatives, such as the Intensive Home Visiting programme in
South Auckland and the Intersectoral Community Action Health project in Porirua
and South Auckland, are under way.

• A joint funding effort by the Ministry of Health and the Auckland DHB has
established the first pilot Parish Nurse Programme in Auckland.  Health Star Pacific
is a community-based primary health care provider that will deliver the parish
nurse service jointly with the Pacific Islands Presbyterian Church in Glen Innes to
its church population.  The registered nurse will identify the health needs of the
church population and will be responsible for developing health plans and
implementing and monitoring them to ensure health needs are being addressed.
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The nurse will work collaboratively with the church community, other health care
providers (both primary and secondary) and social agencies to ensure that services
and programmes are co-ordinated for the church community.  This is the first
programme of this nature in New Zealand.

• The Meningococcal Vaccine Strategy is a key public health action to help reduce
the very high rates of meningococcal disease among Pacific children. Discussions
are taking place with the Pacific sector to develop an integrated approach to working
with Pacific health providers and communities to raise awareness of meningococcal
disease and to  identify the design of appropriate vaccination delivery methods
and buy-in to the strategy.

• The National Screening Unit has strengthened the Pacific screening workforce.
The unit has supported professional training and development of health promoters
and is co-hosting a Pacific Screening Workers Conference to strengthen relationships
and improve screening outcomes for Pacific women.  Health Star Pacific and
BreastScreen Auckland and North are currently developing service strategies to
improve access for Pacific women in the Auckland region.

• Pasifika Inc (West Fono) is implementing a new Pacific diabetes project in west
Auckland with support from the Reducing Inequalities Contingency Funding.  The
Ministry is developing a new national Pacific diabetes resource position to support
information, research and Pacific service development in the diabetes area.

• The Like Minds, Like Mine project (see Section 2.12) is helping to raise awareness
of mental health issues and reduce discrimination against Pacific peoples who
experience mental illness. Hibiscus Health (Christchurch), Pacific Community
Health (Wellington), and Pacific Healthcare (Auckland) are the three Pacific
providers currently funded to deliver anti-discrimination and mental health
promotion projects.

• The disability sector has made significant progress with the establishment of a
new national service run by a Pacific provider in South Auckland.   The Pacific
Information, Advocacy and Support Services Trust offers disability, empowerment,
advocacy and support services, as well as care services for Pacific older people.

• The mental health sector continues to make progress in building Pacific capacity.
In November 2001 the Tanumafilli Trust was established as the first Pacific NGO
mental health support service in the Hutt Valley health district.
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 Reducing health inequalities with home visiting programme

Reducing health inequalities and improving health in the community is the aim of a
pilot home-visiting programme in Tokoroa and Mangere.  The three-year pilot began
in March 2000 and involves trained community workers visiting households and
other community settings to provide information, health education, support,
advocacy and facilitated access to other services.  The training uses strength-based
practice to ensure that the householders have ownership of their issues and that
they will drive these and follow through with achieving or overcoming their goals.

The service focuses on improving the health and wellbeing of the whole community
and on improving accessibility to other services.  The home visiting Service is based
in, and is well integrated with, the local community to identify community needs
and work collaboratively to improve social and environmental factors that impact
on health and wellbeing.

Tina-marie Winikerei, Manager of the home visiting service in Tokoroa, says it is a
very good way to link people to health services and to deliver health education in
many areas, such as parenting skills, child development, teenage health or alcohol
and drug-related issues.  The service addresses the social determinants of health,
such as income, housing, employment, and education.

‘We visit families in their own environment, and give an overall assessment identifying
key issues for that family. They may have health issues in the home, the children
may be due for well child or immunisation checks, adults may need to visit GPs, or
they may have issues to do with education or housing.  We will then refer them to
various health providers.’

Mrs Winikerei says a large proportion of the people they visit are Pacific families.
‘We have different methods for different cultures. For Pacific families, we often go
through community groups, and we have to develop rapport and trust with the
families.’

Mrs Winikerei has a multiskilled and multicultural team.  Pacific people will often
deal with Pacific families as they have an understanding of the culture and the
environment.  ‘We also have nurses, social workers and government liaison workers
who can offer appropriate advice in different areas for families.’

Mrs Winikerei says one of the best things about the service is identifying gaps within
a community and ensuring that families get the services they require by following
up with providers.  ‘We are finding new ways to address issues in the community
that matter to the people,’ says Mrs Winikerei.

‘Getting feedback from the community has been very important.  For instance,
people from the Pacific community have told us they are really happy with the
service and have been thanking us for it, which has been a real highlight.’
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4.3 Reducing inequalities for low-income people

People who live in poor areas can expect to die sooner than those living in wealthier
areas.  Regardless of age, gender or ethnicity, people living in poorer neighbourhoods
are also more likely to be admitted to hospital than those living in the wealthiest
neighbourhoods.  This disadvantage is also visible in other measures of socioeconomic
position, such as education and income.

There are barriers to people accessing the health care they need – primary health care
in particular.  Barriers to accessing services include cost, cultural factors, attitudes,
physical accessibility and geography.  User charges currently apply to most primary
health care services and are based on income.  Evidence suggests, however, that user
charges discourage both necessary and unnecessary use of services, and that this impacts
most on those on low incomes and those with poorer health status.  Figure 16 below
shows the percentage of adults in the New Zealand Health Survey who cited cost as
the main reason for not seeing a general practitioner when they felt they needed to.

Figure 16: Adults giving cost as the main reason for not seeing a GP when they
felt they needed to
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Taking the NZHS forward

In 2001/2002 the Ministry finalised an intervention framework (Ministry of Health
2002f) designed to provide policy makers, service planners and funders and service
providers with a tool to assist them to reduce inequalities in health (see also Section
7.3).  The development of a set of equity indicators will eventually be used as a basis
for driving and monitoring both Ministry and DHB performance towards reducing
inequalities.  Some initiatives are already under way that will contribute to reducing
inequalities for people on low incomes.  These initiatives are outlined below.

• As part of the implementation of the Primary Health Care Strategy (Minister of
Health 2001b), the Government has prioritised new primary health care funding
for PHOs covering very deprived populations in order for them to:
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– have low fees for all their patients

– provide services to ensure care gets to where it is most needed

– include services to improve and maintain health as well as restore health

– move to fairer funding allocations on a population needs basis.  As more funding
becomes available from 2003/04, it will start to be applied to extend free or low
cost access to primary health care services through PHOs.

A range of measures will also be introduced to improve take-up of Community Services
Cards until such time as increased funding means cards are no longer needed.
Improvements to the High User Health Card will also be implemented.  Implementation
of the Primary Health Care Strategy is set out in further detail in Section 7.2.

• The Government has allocated $2.8 million spread over 2001/02 to 2002/03, and
$2.4 million in out-years from the Reducing Inequalities Contingency Fund for
primary health care providers providing services for very deprived populations.
Twenty-seven proposals serving population groups with known poor health status
and high unmet health need have been funded to develop new services for people
in lower socioeconomic groups.

• The Intersectoral Community Action for Health (ICAH) in Porirua has developed a
package of services designed to improve access and effectiveness (see Section 5.3).

• Several initiatives are under way, or are planned, to improve the take-up of the
Community Services Card.  They include greater promotion of the card through
Mäori and Pacific Island networks and employer and union representatives, through
streamlining the application process and through greater automation of assessment
of entitlement.  A review of the High User Health Card has begun, with the aims of
simplifying the application process and addressing provider compliance issues.

• The joint healthy housing programme provided by Housing New Zealand
Corporation, Counties Manukau DHB and Auckland DHB continues to be a key
intersectoral project.  Achievements in 2001/02 included the successful development
of a joint assessment tool, joint assessments of 519 homes in Otara and Mangere, a
range of housing improvements and identification of other health and welfare needs
that resulted in 1,333 referrals to other services.

• Intensive Home Visiting programmes were set up in Tokoroa and south Auckland
in 2001/02 to deliver services to high-need populations (see also Section 4.2).  These
programmes will improve the health outcomes of these populations through the
provision of information, health education, community support, advocacy and
assisted access to existing health and social services such as education, welfare and
housing.  An evaluation of the programme in both areas has been commissioned
and is due in October 2003.

• The implementation of the Family Violence Intervention Guidelines project in 2001/
2002 involved the development of guidelines and training for health professionals
in the identification, management and referral of victims of family violence (see
Section 2.11).  The targeted health professions include general practice, midwifery,
paediatrics, emergency departments, well child, Mäori providers, Pacific providers
and mental health.

• The Ministry of Health, with the Ministry of Social Development and Child Youth
and Family Services, is leading the public awareness and education objective of Te
Rito, the new Family Violence Prevention Strategy, which was released in March
2002 by the Ministry of Social Development (see Section 2.11).
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Trendsetting Rotorua provides solution for a local issue

An innovative, community-initiated wellness centre scheme running in five Rotorua
region secondary schools is leading the way towards setting early intervention habits
and improving the health of local young people.

The wellness centres in the city’s Western Heights High School, Rotorua Lakes High
School, Rotorua Girls’ High School, Rotorua Boys’ High School and the rural Reporoa
College are effective examples of community-driven collaboration between health
and education agencies.  Initiated in the mid-1990s, the wellness centres’ self-referral
student GP clinics were aimed at providing  youth-friendly clinics to help address
adolescent health and medical problems that are proving a hindrance to young
people’s education.

The Rotorua General Practice Group works with the five school communities to
provide accessible youth health services at school wellness clinics. The GPs, most of
whom practice within the local school area, are sourced from within the general
practise group and Korowai Aroha – a local Māori health provider.

Rotorua General Practice Group clinical leader Dr Tania Pinfold describes the school
clinics as a local solution responding to local needs.  ‘It really is a partnership between
us, the schools and the community,’ she says.  ‘It is critical that services are designed
to fit the needs of each school on an individual basis.  It cannot be one-size-fits-all.
The schools survey their students to ask them what they would like and we make a
determined effort to meet those needs.’

A total of 16 GPs now provide lunchtime clinics.  Three schools provide their own
nurses for the GP clinic. At one of the clinics  both the  school and the Rotorua
General Practice Group contribute towards nursing costs.  Reporoa Community Health
Trust nurses provide services at the local college.  The wellness centres offer a variety
of providers, including physiotherapists, GPs, school counsellors, Lakeland Health
medical social workers, public health nurses, addiction resource counsellors, Māori
health provider staff, Rotorua General Practice Group-funded family planning nurses
and whänau.

Dr Pinfold says the clinics have been embraced by the students, with the centres
recording 2,135 GP consultations last year, of which 1,669 were new clients. The
largest single age group accessing the GP clinics are those aged 15 years (24 percent)
with most of the patients falling in the 14–16 age group (70 percent).

Dr Pinfold attributes the success of the centres to five critical factors: student
consultation, school management and staff buy-in, discussion with parents and the
community, the appointment of appropriate centre staff and health providers who
are passionate about youth health.

Wellness centre advocates hope the clinics will help to form  early intervention health
care access habits in young people that will continue into their adult lives.  ‘And
anecdotally, that’s what the GPs are saying,’ Dr Pinfold says.

‘GPs at schools get students asking them if they can still see them in their practices
once they leave school.’

International evidence shows school-based health services are an effective way to
provide health care to youngsters. School-based health clinics are also advocated by
the Ministry of Health and Ministry of Youth Affairs’ Youth Health Action Plan.
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Chapter 5:
Ensuring Quality Services

This section outlines the key mechanisms, principles and actions that help to ensure
the quality of services is consistent with the implementation of the New Zealand Health
Strategy’s objectives and priorities.  It addresses quality improvement, individual rights,
co-ordination and consultation and engagement.

5.1 Quality improvement

Policy context

Quality services are the cornerstone of a high-performing public health and disability
system in which people have trust.  Quality improvement involves ongoing incremental
improvements in the quality of services based on learning from practice.

The dimensions of quality include the extent to which a service is:

• receptive to the needs and values of people

• is safe (harm is kept to a minimum)

• effective (service achieves an expected and measurable benefit)

• efficient (service gives the greatest benefit possible for the resources used)

• equitable and accessible (people are able to receive a service on the basis of need
irrespective of factors such as ethnicity, age, impairment or gender).

Taking the NZHS forward

Many of the developments described elsewhere in this report (for example, improved
co-ordination, consultation and engagement, and information technology) are part of
the development of quality.  Other specific advances over the last 12 months are
described below.

• The Health and Disability Services (Safety) Act was passed in 2001.  This Act
replaced the traditional focus on inputs and licensing of premises and facilities
with a more modern regime focusing on standards of services delivered and
outcomes for consumers.

• The Child and Youth Mortality Review Committee was established to review and
report on specified classes of deaths or deaths of specified persons.  This committee
supports quality improvement through the analysis and identification of various
mortality and morbidity issues.

• Amendments to the Health and Disability Commissioner Act 1994, which will
provide improved assessment, investigation and resolution of complaints by health
and disability consumers, have been introduced into Parliament.
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• The Health Practitioners’ Competence Assurance Bill was introduced to Parliament
in 2002.  This provides a framework for the regulation of all health practitioners
where there is a risk of harm to the public and replaces 11 statutes for the regulation
of health practitioners.

• The Ministry of Health has developed a draft Sector Quality Improvement Strategy
with input from a working group of health sector experts.  The strategy builds
upon the recent work of the National Health Committee (2002), which identified
stronger leadership, improved responsiveness to Mäori, greater consumer
involvement and better co-ordination as priority areas for action. This work has
taken into account previous work on a Quality Improvement Strategy for Public
Hospitals.

• A handbook, Toward Clinical Excellence: An Introduction to Clinical Audit, Peer Review
and Other Clinical Practice Improvement Activities, to assist practitioners to develop
expertise in peer review and clinical audit has been released (Ministry of Health
2002h).

• The Government has initiated a multi-year review of the medical misadventure
provisions of the Injury Prevention, Rehabilitation and Compensation Act 2001 to
improve the operation of the overall system.  The Accident Compensation
Corporation and the Department of Labour lead this review.  It is anticipated that
a discussion document will be released early next year.

• There has been ongoing work on quality improvement in DHBs.  This has included
auditing of providers by DHBs or their shared support agencies, implementation
of quality requirements in national service specifications, accreditation activities
and a variety of quality improvement activities by DHB provider arms.

• The New Zealand Guidelines Group has facilitated the development of guidelines
relevant to several objectives and priorities in the NZHS, including suicide
prevention and cardiac treatment.

• The National Screening Unit has been working on continuous quality improvements
initiatives, including the cervical cancer audit.

• There have been continued development and implementation of quality
programmes by various providers; for example, the Te Wana quality programme
by Health Care Aotearoa.

5.2 Individual rights

The rights of individuals continue to be affirmed by the Privacy Act 1993, the Health
Information Privacy Code 1994 and the Health and Disability Commissioner Act 1994.
The Health and Disability Commissioner Act 1994 is currently being amended to
provide more flexible and co-ordinated processes for handling complaints by consumers
about health practitioners. This amendment is being made through the Health
Practitioners Competence Assurance Bill (see Section 6.2).

Recent changes mean that the Government is now subject to the Human Rights Act
1993.  This has been given effect through the Government’s being tested against the
New Zealand Bill of Rights Act non-discrimination standard.28

28 Contained in sections 19(1) and (2) and section 5 of the New Zealand Bill of Rights Act 1990.
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The Ministry of Health held a workshop for DHBs in February 2002 to discuss the
implications of the changes for the health and disability sector. Short guidelines for the
sector were subsequently developed: Changes to the Human Rights Act 1993: Guidelines
for the Health and Disability Sector.29

5.3 Co-ordination and collaboration

Policy context

Improving population health and reducing inequalities requires changes, not only by
the services funded by Vote Health but also by other sectors, including housing,
education, and social services.  The NZHS recognises that greater co-ordination and
collaboration is required to achieve many of the objectives and priorities outlined.

During the last year, existing collaborative initiatives (for example, Intersectoral
Community Action for Health (ICAH), the implementation of the New Zealand Suicide
Strategy and Strengthening Families) have continued and a number of new ones have
been developed.  The importance of collaboration has been stressed in other key strategic
developments such as:

• He Korowai Oranga (Mäori Health Strategy)

• the Primary Health Care Strategy and the New Zealand Disability Strategy
(developed by the Ministry of Health)

• Te Rito (prepared by the Ministry of Social Development)

• Injury Prevention Strategy (currently being developed by the Accident
Compensation Corporation).

Taking the NZHS forward

Existing collaborative and intersectoral initiatives have consolidated and the health
sector is engaged in a number of new intersectoral ventures that span sectors of central
government, Crown agencies and, in some local authorities, Iwi and community
organisations.  These developments are occurring at a number of levels including:

• policy and strategy development; for example, the Intersectoral Strategy for
Children and Young People with High and Complex Needs

• planning and funding; for example, the Healthy Christchurch initiative involving
local government, Canterbury DHB and community organisations

• programme and service delivery; for example, Strengthening Families

• information through monitoring and implementation; for example, the evaluation
of the ICAH programmes.

Collaboration can be as straightforward as sharing information; or as complex as the
development of joint intervention programmes or strategic frameworks that are jointly

29 These guidelines can be found on the Ministry of Health’s website at www.moh.govt.nz.
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funded and have either lead agencies or shared responsibility.  There is now
considerable experience and a small but growing body of evidence of where these
initiatives can be most effective in improving services (Ministry of Health 2001h),
reducing inequalities and addressing the health needs of communities.

Evidence shows that interagency collaboration works best when:

• all partners are agreed on the need for intersectoral action

• there is capacity for the planned action

• relationships enabling action are defined and developed

• agreed actions are planned and implemented and the outcomes are monitored.

Expansion of collaboration and co-ordination is evident at several levels in central and
local government.  Developments are described below:

• Senior policy analysts from the Ministries of Health, Education, Social Policy, and
the Department of Child, Youth and Family Services (HESSOG) meet regularly to
discuss opportunities and progress in programmes with a cross-sectoral focus and
which aim to improve outcomes for children, young people and their families.

• Local government has taken a lead in some areas to bring local services together;
for example, Waitakere, Porirua City, and Christchurch.

• The strategic plans of nearly all DHBs show that DHBs have a growing involvement
in and leadership of intersectoral initiatives designed to achieve improved health
outcomes.

• There are community-based initiatives that involve providers and community
spokespeople setting the strategic agenda locally.

A number of intersectoral initiatives that are key to achieving population health
objectives, improving inequalities and reducing inequalities are described in Chapters
2, 3 and 4 of this report.

Strengthening Families, which was a centrally led initiative by key Ministers and three
chief executive officers, has developed processes for collaboration at all levels between
the Ministry of Health, the Ministry of Education and the Ministry of Social
Development. A recent development under its aegis has been the Strategy for Children
and Young People with High and Complex Needs.

There are some children and young people with highly complex problems that are
dealt with by multiple sectors and agencies.  For these young people, there are greater
chances of successful outcomes if those sectors use an integrated, collaborative approach
that meets the needs, enhances the strengths and improves the achievement and
wellbeing of children, young people, their families, whänau and caregivers.

The strategy requires the three participating sectors (health, education, social services)
to think and work differently.  Under the strategy, workers at all levels of the three
major sectors are enabled and encouraged to work together with iwi/Mäori to develop,
resource and implement joint services for children and young people with severe
behavioural and/or mental health needs.  Some of these children and young people
may also have disabilities and/or medical fragility.
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The strategy provides funding for individualised packages of care for those children
and young people with the highest and most idiosyncratic needs. It  has a service
development role (and associated development funding) for joint sector services for
groups of young people whose needs span the sectors and which cannot be met by
any single sector alone.

The new joint sector services complement and support existing services within
individual sectors.  Whilst the funding and application process is managed centrally
by the High and Complex Needs Unit (a stand-alone unit hosted by the Department of
Child, Youth and Family) the success of the service design and improved outcomes
for children is dependent on the workers from each sector who are involved with the
children and young people and the extent to which they collaborate to devise innovative
services.  It is too early to identify outcomes.

The Intersectoral Community Action for Health projects are being piloted in the Far
North, South Auckland, Kapiti and Porirua.  These aim to improve overall health
outcomes and reduce health disparities for Mäori, Pacific peoples and people on low
incomes through community-based, intersectoral initiatives. The agencies involved
differ from project to project and include the local authority, iwi, taura here, Pacific
peoples, the DHB, providers, other local community agencies and the Ministry of
Health.

• The Te Hiku O Te Ika project in the Far North finished its needs assessment and
project planning last year.  It is now implementing three projects that address high
priority unmet needs in the Far North – whänau nutrition and exercise, support
for educational attainment by intermediate and college students and an intersectoral
youth project to reduce crime and increase self-esteem (see Section 4.1).

• The Counties Manukau ICAH project is consolidating intersectoral co-ordination
and support for healthy housing and other initiatives. This year’s priority is a Youth
Interagency Project (YIP), which will co-ordinate health input into the ‘Achievement
in Multi-cultural High Schools’ schools.

• The Kapiti Community Health Group/Healthlinks has established itself as the
organisation facilitating effective input by the community and local providers on
health-related issues. Its work includes the development of an integrated health
facility at Paraparaumu with the Capital and Coast DHB, development of a Kapiti
PHO, convening an advisory group on integrated mental health services and
assisting MidCentral DHB in its development of a plan for Horowhenua. An
additional community health worker has been appointed in Otaki, improving access
to primary health care services.

• Porirua Healthlinks (see Section 4.1) has a strong working relationship with Capital
and Coast DHB to provide community input into planning of integrated
community, hospital and accident and medical emergency services based at
Kenepuru, as well as service design and developments to improve primary health
care access in Porirua and to increase service integration.  It is working with the
city council and other sectors to facilitate an integrated diabetes project to reduce
diabetes incidence and improve outcomes. Healthlinks is supporting housing
improvement (community renewal) projects and joint health and education
initiatives.
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Agreements are in place for the co-ordinated package of services to improve access to
primary health care in Porirua and Otaki. In Porirua these are:

• a health information and communication system

• community-based nurses and community health workers (10.5 FTE)

• additional practice nursing services

• reduced costs for GP consultations.

Designing these services has required a lot of input by Porirua Healthlinks and
discussion by communities and practitioners in Porirua with Capital and Coast DHB
and the Ministry. The collaboration has strengthened working relationships between
local providers and the community and is a model of how a local Primary Health
Organisation might involve its communities and practitioners.

The Health of Older People Strategy: Health sector action to 2010 to support positive ageing
(Associate Minister of Health and Minister for Disability Issues 2002) focuses on
developing an integrated approach to health and disability support services that is
responsive to older people’s varied and changing needs. This approach, the integrated
continuum of care, means that an older person is able to access needed services at the
right time, in the right place and from the right provider.  Key elements of the integrated
approach are:

• services are older person focused

• the wellness model is promoted

• services are co-ordinated and responsive to needs

• family, whänau and carer needs are also considered, where appropriate

• there is information sharing and a smooth transition between services

• planning and funding arrangements support integration.

Several DHBs have already developed or are developing a systematic approach to co-
ordinating services around the needs of individuals.  The Ministry has been working
with two lead DHBs and others on developing integrated continuum of care models.
For example:

• LinkAge, the Canterbury DHB project, is working with a steering group of
experienced people from across the sector to undertake a health needs assessment
of the 65 and over age group in the Canterbury region; to carry out a service
stocktake to gain an understanding of older people’s health (and related) services;
to identify the gaps and barriers that currently exist in the integrated continuum of
care and to develop appropriate contracts and contracting processes that will reflect
the integrated continuum of care model proposed.

• AGEWISE (Waikato Integrated Services for Elder Persons) the Waikato DHB project,
is using an older persons network model and a planned approach (over ten years)
to meeting the needs of their older population.  In the short term the project will
focus on establishing key district wide relationships and reengineering referral
processes and addressing gaps in the primary/secondary interface.  In the longer
term the network will look to achieving health improvements and innovative care
through the community and primary sector.
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Tackling disease through healthy housing in South Auckland

Tackling disease caused by overcrowding and substandard living conditions is the
aim of the Healthy Housing project for nearly 1000 households in Otara, Mangere
and Onehunga.  Launched in March 2001, Healthy Housing is a pilot programme
developed by Housing New Zealand Corporation and supported by the Counties
Manukau and Auckland DHBs.

The project aims to reduce diseases associated with overcrowding, such as
meningococcal disease, rheumatic fever and tuberculosis, and to improve access to
health and social services for people in Housing New Zealand Corporation homes.

Dr Chris Bullen, Public Health Physician at Auckland DHB, calls the project good,
old-fashioned public health.  ‘Housing seems to be the hub of so many needs.  If
you get housing right, in terms of size, structure, safety and affordability, you’re
helping people to be in a better place where they want to be healthy and make
better decisions about health.’

A Housing New Zealand Corporation tenancy manager and a public health nurse
visit households to discuss the needs of the families in terms of crowding, the risk of
infectious disease, structural needs, and disability and social needs.

The families are overwhelmingly Pacific and many are Māori. ‘Pacific families are
often large and are often among the poorest New Zealanders, which leads to crowded
and inadequate housing,’ says Dr Bullen.

Dr Bullen says the public health nurse is a one-stop person to link families with a
number of different community and health providers according to their needs and
to ensure they have access to a wider range of services to improve their general
health status.

‘The public health nurse seems to be filling a role that wasn’t there before for families
– that role includes facilitating the liaison between families and other agencies, such
as St Vincent de Paul for clothing or food and local GPs for immunisation and other
health services.  They also leave a range of information for the families and there is
also a lot of follow-up work.’

By the end of the 2001/02 financial year, 109 houses were extended, nine wings
were attached, one new house was built, there were nine design improvements,
718 healthy environment responses provided for 509 households (ie, heating,
insulation, ventilation, etc), and there were 86 transfers of families to other houses.

Dr Bullen says, ‘It’s great to see the reactions of families whose homes have been
renovated.  Some just can’t believe this has happened and have said they never
would have imagined anyone would do this for them – so that’s really special.’

The Government has allocated a total of $63 million to the Healthy Housing
programme over four years.  The programme will continue in Mangere, Otara and
Onehunga and will extend to Glen Innes later this year.
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5.4 Consultation and engagement

Policy context

DHBs are required30 to ensure that the community participates in the planning and
provision of health services. DHBs also have specific requirements to consult consumers
and providers affected by their decisions.  Engagement with the community, and Mäori
specifically, on the planning and provision of services enables DHBs to be more certain
that services are appropriate to community health needs.

Taking the NZHS forward

The Ministry of Health, using input from DHBs and experts in consultation, developed
a set of consultation guidelines.  These provide a guide to consultation practice and
the legislative requirements of the New Zealand Public Health and Disability Act 2000
on consultation.  They also include practical tools to assist in undertaking consultation.
A network of DHB staff involved in consultation and community engagement continues
to hold discussions on a regular basis to compare and improve practice.

In their first 12–18 months DHBs have had a number of opportunities to establish
relationships with their communities while carrying out key strategic activities.  All
DHBs completed an assessment of the health needs of their resident populations.
Twelve of the smaller regional DHBs completed their health needs assessments (see
Section 1.3) with the assistance of the Wellington Medical School.  Each of the
participating DHBs established a local reference group in their respective areas with a
wide range of community and sector representation.  The needs analysis process
achieved a high level of community engagement, ensuring that the analysis was ‘done
with the community and not to the community’.

DHBs carried out comprehensive consultation while developing their district strategic
plans (see Section 1.3).  This was a major consultation exercise, which saw DHBs closely
linked with their communities.  DHB consultation processes involved public meetings,
written submissions, focus groups, meetings with stakeholders and a number of other
different techniques to seek the views of stakeholder groups.  Responses were received
from consumers, providers of health services, health professionals, local authorities
and others.  Several DHBs subsequently amended their strategic plans. For example,
Nelson Marlborough DHB incorporated nutrition as a strategic priority in response to
community input.

DHBs have worked hard to engage Mäori at all levels.  Twelve DHBs have signed
Memoranda of Understanding with Mäori, and a number of DHBs are near signing.
The Tai Tokerau Mäori Co-Purchasing Organisation (MAPO) and Northland DHB
have systems and structures in place that enable engagement at board level.  The Tai
Tokerau MAPO organisation has Iwi representatives on the Northland DHB who work
closely together to address local Mäori health issues.  In the Bay of Plenty, the DHB has
a memorandum of understanding with the Rünanga  (see Section 7.1) for the same
reasons.

30 New Zealand Public Health and Disability Act 2000.
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Whanganui District Health Board Locality Planning Groups

It’s all about community. The Whanganui District Health Board knows the
importance of this and has made a commitment to letting its people have their
say.  The DHB, which caters for a largely rural population of 64,000, is getting in
touch with its ‘grass-roots’ by holding regular meetings to consult with health
providers and the community on health needs and issues.

All DHBs must ensure their communities participate in the planning and provision
of health services. The Whanganui DHB’s vision is to strive to protect, promote and
improve the health and wellbeing of the people within the Whanganui Region
through engaging communities.  The Locality Planning Groups are vehicles for
this.

Instead of a Locality Planning Group for Wanganui city residents, the DHB will
establish a Locality Planning Forum because the city has too many different
community and health provider groups to be represented in one small ongoing
group. The forums will be held quarterly.

‘This is about developing relationships with communities. As a District Health Board
we’re responsible for improving community health but how do we do that unless
we know what the needs of the communities are?’ says Beth Cooper-Liversedge,
Whanganui DHB general manager of health planning and improvement.

Since last February, when Ms Cooper-Liversedge and her Whanganui DHB colleagues
held their first Locality Planning Group meeting in Whanganui’s Waimarino district,
they have learned what locals believe are key health priorities.  The DHB’s health
and planning staff travel to Waimarino and its other districts, South Rangitikei and
Taihape, every second month for the public meetings to consult with local
practitioners, Māori providers, iwi and community representatives.

Approximately 42 percent of the Whanganui district is rural and the community’s
health issues and concerns have reflected that, said Ms Cooper-Liversedge. Māori
needs are also well-represented.  ‘In some areas of Waimarino there’s more than
50 percent Māori so it’s particularly important we have local iwi and hapu
representatives. It helps strengthen our relationships with Māori and the community
as a whole. There’s a lot of positive sharing of information and relationship building
across local communities,’ said Ms Cooper-Liversedge.

Key health priorities raised by the Whanganui community have included oral health,
Māori health inequalities, maintaining current primary care workforce including
general practitioners, reviewing coverage of palliative care services.

‘For example, Taihape is losing one GP at the end of the year leaving just one and
this has been high on the community’s agenda.  In South Rangitikei there are no
paid ambulance officers and volunteer ambulance officer numbers are dwindling.
These issues are important to the community and it’s important they know they
can discuss them with us,’ said Ms Cooper-Liversedge.

She said the health issues raised will help the DHB prepare its annual plan and
review its strategic plan every three years.  ‘In our strategic plan we’ve said that
community development is really important to us. Working together enables
communities to have some control over what’s happening in their communities in
relation to health services.
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‘We’re working with the Institute of Rural Health on some training workshops for
the locality planning members so they can develop their skills in advocating for, and
communicating with their communities. These skills will benefit the whole community
and not just the health sector.

‘As we’ve been looking to establish PHOs we’ve provided and gained valuable
information through the locality groups.  We’ve fed back to them and kept them
involved in the process which has been really important. Rural people particularly
say that if you just have an urban PHO, how does that meet our needs?’
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Chapter 6:
Investing in the Future

The NZHS laid out a number of mechanisms that would assist funders and providers
to implement the objectives and priorities of the strategy.  Two of the most important
of these are information management and workforce development.

6.1 Information management

An improved information and information management capability is essential for the
achievement of many of the objectives and priorities of the NZHS.  Providers need
information to target services better and to provide co-ordinated services. Communities
need information to reassure them they are receiving appropriate services.

Taking the NZHS forward

The Ministry has been working with the health and disability sector to ensure that the
sector shares a clear and common understanding of the direction that information
management needs to take.  This goal is being achieved through the implementation
of From Strategy to Reality: The WAVE Project (WAVE Advisory Group 2001) and the
establishment of the Chief Advisor, Health Sector Information and Technology group.

The Ministry of Health has a collaborative relationship with the sector. This role involves
initiating and co-ordinating activities; giving clear direction on where developments
should be heading; suggesting, promoting and influencing events; and setting priorities.

Three key infrastructure initiatives related to the National Health Index, the National
Provider Index and data access are under way.  A project to identify existing National
Health Index duplicates has been implemented and software suitable for primary health
care providers to access the index is being developed. Other developments are described
below.

• The New Zealand Health Monitor, a 10-year cycle of health and disability-related
surveys, has been launched.

• Information from the national primary health care data warehouses on
pharmaceutical payments and laboratory payments is now available to DHBs.

• The Ministry has a process under way to establish a non-statutory health
information standards organisation to provide a process and a structure for
developing relevant and common health information standards for the sector.

• Ministry information management services to DHBs and the wider sector have
been streamlined with the establishment of Health Payments, Agreements and
Compliance (HealthPAC).

• A health information security standard was released to address the privacy issues
associated with greater sharing of electronic health data.31

31 Health Network Code of Practice – SNZ HB 8169:2002  for the Secure Exchange of Health Data.
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• Publication of Health of Older People in New Zealand: A Statistical Reference (Ministry
of Health 2002g).  This statistical report is designed to assist implementation of the
Health of Older People Strategy: Health Sector Action to 2010 to Support Positive Ageing
(Associate Minister of Health and Minister for Disability Issues 2002).

• A Ministry Information Systems Strategic Plan has been developed to provide a
framework that allows for the transparent and consistent prioritisation of project
activities and capital expenditure with the goals of the NZHS.

The Ministry is working with the sector on a number of other initiatives.   These include
nationwide health improvement programmes such as:

• the National Immunisation Register

• the well-child initiative, Kidslink (see Section 2.13)

• disease management programmes such as the Counties Manukau/East Health
diabetes trial and the ProCare cardiovascular PREDICT programme, which
incorporates linked DHB and GP systems.

6.2 Workforce development

The success of the NZHS depends on the availability of a health workforce with the
capacity and skills to deliver needed health services. Future developments, such as
changes in service delivery and technology, the shift to primary health care and changes
in demographics involving an older and ethnically more diverse population, will call
for a different workforce.

The Health Workforce Advisory Committee (HWAC) was established in 2001 through
the New Zealand Public Health and Disability Act 2000.  The membership is made up
of 10 individuals with experience across the diverse range of stakeholders involved in
workforce development. The committee’s brief is to:

• provide an independent assessment for the Minister of Health of current workforce
capacity and foreseeable workforce needs to meet the objectives of the NZHS and
the NZDS

• advise the Minister on national goals for the health workforce and recommend
strategies to develop an appropriate workforce capacity

• facilitate co-operation between organisations involved in health workforce
education and training to ensure a strategic approach to health workforce supply,
demand and development

• report progress on the effectiveness of recommended strategies and identify
required changes.

The Ministry of Health, HWAC and DHBs have established a number of initiatives to
guide the future development of the health workforce.
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Overall, the number of health practitioners per 100,000 New Zealanders is increasing.
However, there are variations within that number that need to be managed to ensure
optimum delivery of health services.  For example:

• there is an ongoing need for more Mäori and Pacific health providers to meet the
needs of Mäori and Pacific peoples

• some specialities (for example, medical radiation technologists) need to be more
closely managed as new technology drastically increases the demand for the services
that these practitioners provide

• there are geographical variations (for example, the number of many types of rural
health care providers and providers in some other locations is less than the New
Zealand average).

Taking the NZHS forward

The Health Practitioners Competence Assurance Bill, which is in the House of
Representatives at present, provides a framework for protection of the public from the
risk of harm through the practice of a profession. It also provides consistent processes
for handling complaints against health practitioners.  The framework accommodates
flexibility and innovation in the workforce.

In April 2002, HWAC produced an assessment of the current health and disability
workforce (HWAC 2002a).      This report provided a ‘snapshot’ of the New Zealand
health workforce now and identified the complex environmental factors that impact
on the deployment of the workforce throughout the health sector.

A second report, The New Zealand Health Workforce: Framing Future Directions was
released in October 2002 (HWAC 2002b).  This focused on:

• addressing the workforce implications of the Primary Health Care Strategy

• promoting a healthy hospital environment

• educating a responsive health workforce

• building Māori health workforce capacity

• building Pacific Health Workforce capacity

• developing the health and disability support workforce capacity for people who
experience disability.

District Health Boards of New Zealand (DHBNZ) has established a Workforce
Development Group whose role includes the facilitation of a strategic overview of
workforce development among DHBs  and which will enable boards to influence, and
express their views in, other sectors.  The chief executive officers of DHBs are currently
considering its first report.  The report explores the ways DHBs can improve the health
workforce system by:

• improving information on workforce trends and issues

• building relationships to improve co-ordination

• developing a strategic workforce development capability.



Implementing the New Zealand Health Strategy 200274

The Clinical Training Agency     prepared a document called Clinical Training Agency
Strategic Directions 2003–2012 (Ministry of Health 2002).      This is a framework for
purchasing post-entry clinical training for health practitioners for the next 10 years.
At the same time, the Ministry of Education’s Tertiary Education Strategy has provided
an opportunity for the health sector to ensure that the education sector is responsive to
the future needs of the health sector. The Ministry of Health, the Health Workforce
Advisory Committee and DHBs have been working together to meet this challenge.

A number of other specific initiatives have been put in place in the last 12 months.
These include:

• work to implement the Primary Health Care Strategy through providing a more
supportive working environment for general practice and health promotion

• the development of the role of nurse practitioner

• the reintroduction of education courses for enrolled nurses

• support for rural general practitioners

• the development of a primary health care nursing framework

• the establishment of programmes to develop the Mäori and Pacific health
workforces.
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Chapter 7:
The Key Service Priorities

In September 2001 the Minister of Health agreed that the Ministry and DHBs would
concentrate on seven key service priorities over the following 18 months.   These
priorities are drawn from the aims and objectives of the NZHS and the New Zealand
Disability Strategy (NZDS) (Minister for Disability Issues 2002).  This section reports
on progress in six of these priorities over the last 12 months.  The seventh, the
Implementation of the NZDS, is the subject of a separate report to Parliament.

7.1 Implementing He Korowai Oranga (the Māori
Health Strategy)

He Korowai Oranga is a strategy intended to give guidance to the whole health and
disability sector, including the Ministry of Health and DHBs, in implementing their
responsibilities for Mäori health. The strategy encompasses whänau and Mäori
community development and intersectoral action on wider influences on Mäori health
as well as the more familiar Mäori provider and workforce development and
mainstream enhancement.  It builds on rather than replaces previous approaches to
health improvement.

The strategy expands the focus from disease priorities and individual health needs to
the conditions that foster and maintain health in whänau and Mäori  communities,
starting with the strengths already present. The strategy supports iwi and Mäori to
determine their own health and disability priorities. Implicit in the strategy are the
three Treaty of Waitangi principles: partnership, participation and protection.

Taking He Korowai Oranga forward

The Ministry of Health and DHBs have the main responsibility for implementing He
Korowai Oranga with iwi, Mäori communities, providers and agencies in other sectors
that  also play important roles.

He Korowai Oranga, the Mäori Health Strategy (Minister of Health and Associate
Minister of Health 2002), was released in November 2002 following public consultation
on a draft strategy in 2001.  The overall aim of He Korowai Oranga is whänau ora –
healthy Mäori families supported to achieve their maximum health and wellbeing.
Four pathways are proposed to achieve this:

• development of whänau, hapü, iwi and Mäori communities

• Mäori participation in the health and disability sectors

• effective health and disability services

• working across sectors.
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Figure 17: Strategic framework for He Korowai Oranga: The Māori Health
Strategy

Whakatätaka, an action plan to guide implementation of the strategy, was prepared
with input from DHBs and some Mäori health groups.  The plan outlines roles,
responsibilities, performance expectations, measures and initiatives for achieving the
strategy.  The action plan will be updated every two to three years as implementation
progresses.

Actions to implement He Korowai Oranga include:

• agreement on  Mäori health expenditure targets with DHBs

• continued development of relationships between Mäori and the Crown

• Mäori provider and workforce development

• expansion of best practice cultural competencies for providers

• support for Mäori traditional healing practices

• identifying and reducing access barriers to effective services for Mäori

• improving Mäori health and whänau ora information, including ethnicity data and
Mäori health research

• strengthening mechanisms for intersectoral collaboration at central and local levels

• supporting iwi and Mäori communities to identify and act on their own public or
population health priorities.

The strategy provides an overall framework to guide service-specific Māori strategies
such as the Māori Mental Health Framework, the Māori Public Health Strategy, and
the Māori Disability Plan.  There is a specific objective relating to disabilites:  to remove
barriers to Māori with disabilities and whānau (objective 1.3).  Whakatātaka sets out
specific actions to implement the strategy over the next two to three years.  Key
milestones have been agreed with the Manager, Māori Service Development, Disability
Services Directorate. These include the finalisation and adoption of the Māori Disability
Action Plan and the development of a framework of best practice guidelines and
standards for disability support services for Māori by June 2003.
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Over the past year a number of activities have proceeded using the draft strategy and
the legislation as a basis.

DHBs are taking significant steps to establish partnership with the mana whenua/
tangata whenua.  For example the Bay of Plenty DHB have formalised a local treaty-
based partnership with the Rünanga which represents the 18 iwi of the region.  The
Chair and Deputy Chair of the Rünanga attend board meetings to ensure that all
strategic matters relating to Mäori are represented.  The Chairperson of the Board and
the Mäori board members attend meetings of the Rünanga.

The Rünanga provides input and direction to the board on strategic issues affecting
health and disability services for Mäori.  It is the principal vehicle for consulting whänau,
hapü and iwi throughout the region to ensure that Mäori contribute to decision making
and participate in planning, purchasing and service provision. Activities to date in
which the Rünanga has participated include in the development of the Health Needs
Assessment, the District Annual Plan, the District Strategic Plan, nominated
representatives to Bay of Plenty DHB statutory committees and monitoring the outcome
of provider contract negotiations.

Other activities include:

• DHBs have continued to plan and fund services for Mäori health improvement in
partnership with iwi and Mäori communities.  Almost all Mäori service contracts
have now been devolved to DHBs and more than half of the DHBs now have formal
agreements with iwi in their areas.

• The Ministry of Health provided Treaty training for DHB board members and
supported training and networking for Mäori DHB board members.

• $10 million was invested in Mäori provider and workforce development through
the Mäori Provider Development Scheme and $3 million through the Ministry’s
Clinical Training Agency. Mental health, public health funding and education sector
funding also supported Mäori workforce development.

• Initiatives to improve Mäori health status continued in identified priority areas,
such as diabetes (see Section 7.4), injury prevention, smoking (see Section 2.1) and
family violence (see Section 4.3).  The Ministry worked with DHBs on how to plan
services to reduce inequalities (see Chapter 4).

• The PHOs being established under the Primary Health Care Strategy will reduce
the cost of primary health care services for many Mäori, as well as improve the
way services are provided for Mäori, for example, through outreach services.  The
move to population health approaches in PHOs should also improve outcomes for
Mäori coping with chronic conditions such as asthma, cardiovascular disease and
diabetes, including reducing avoidable hospital admissions.  The first PHOs are
being established in areas with high Mäori populations and high levels of
deprivation, building on existing Mäori providers in those areas.  In addition the
increased funding for primary health care should benefit Mäori primary health
care providers, many of whom have been struggling to survive on inadequate
funding for a number of years.

• Mäori providers in the Counties Manukau area were supported to form one of the
first PHOs established under the Primary Health Care Strategy to improve access
to services and outcomes for Mäori (see Section 7.2).

• The Ministry of Health and the Health Research Council initiated a two-year,
consumer-led research study on Mäori consumer views and experiences of health
and disability services.
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Working for Te Tai Tokerau Māori

Improving the health status of the 40,000 Māori living in Te Tai Tokerau is the
prime focus of a strong network made up by Te Tai Tokerau Māori Co-Purchasing
Organisation  and  five Māori health providers:

• Hauora Whanui

• Te Hauora O Te Hiku O Te Ika

• Whakawhiti Ora Pai

• Te Rūnanga  O Te Rarawa

• Ki A Ora Ngatiwai.

The organisation was formally established in 1996 as an expression of Treaty of Waitangi
partnership to encourage Māori participation at all levels of the health sector, to address
Māori health development priorities and to improve Māori health status.

Chief Executive of Te Tai Tokerau Māori Co-Purchasing Organisation, Lynette
Stewart, says the organisation’s mission is effectively to facilitate improvements in
Māori health by increasing Māori participation throughout the health sector.

‘The providers have made a startling contribution toward improved health for Māori.
From very humble beginnings, they now present a substantial, comprehensive and
accessible delivery network across a range of services,’ Mrs Stewart says.

‘They have been established by iwi, and the governance of each is iwi-based,’ Mrs
Stewart says.  ‘They grew out of an overwhelming need for mobile primary health
care and, as a consequence, have started from a nursing and community health
base rather than a GP base.’

Ki A Ora Ngatiwai was established about a year ago and delivers a mobile primary
health service throughout the Ngatiwai rohe.  The service also includes a broad
‘wrap-around’ approach for clients, which includes negotiating, advocating,
supporting, transporting and checking on a large number of ‘home-aloners’. These
services are provided by nurses and community workers, who sometimes  travel
up to 800 km a week.

Ki A Ora Ngatiwai works well for the staff personally and professionally:  They
enjoy the autonomy; they can make full use of their skills, the approach is holistic
and they are able to customise their care.

Of the five providers, Whakawhiti Ora Pai, which was established in 1998, is the
most geographically remote. From its Te Kao base, an hour north of Kaitaia,
Whakawhiti Ora Pai provides services from Pukeno north to Cape Reinga.  It has
13 full- and part-time staff, including four nurses, a community health worker, a
health educator, a general practitioner and administration staff.

Whakawhiti Ora Pai provides a mobile primary health service, which is nursing-based,
with a weekly medical practitioner clinic operating from the base.  Other specialist
clinics are arranged as and when required.  As well, staff are involved in facilitating,
lobbying and mediating with and on behalf of the northern communities to resolve
matters such as housing, sewage, water, roading and other environmental issues.

Evident in all Te Tai Tokerau Māori providers is a strong sense of network solidarity.
Mrs Stewart says that, ‘Because Māori health providers, whānau, hapū and iwi are
determining the solutions to Māori health need.  We expect a future that heralds
ultimate wellbeing for Māori people.  ‘Māori can do it, will do it and will be seen to
do it. We are absolutely committed.’



Implementing the New Zealand Health Strategy 2002 79

7.2 Development of comprehensive primary health
care coverage and quality primary health care
services through the implementation of the
Primary Health Care Strategy

The Primary Health Care Strategy (Minister of Health 2001b) was released in February
2001.  The intention of the strategy is to improve health and reduce health inequalities
in the population for all New Zealanders.  These changes will be achieved by changing
the way that primary health care is provided, organised and funded to better meet the
needs of the populations served. The strategy offers the best opportunity for extending
the focus of health care from illness treatment to prevention.

In April 2002, Cabinet approved the principles of implementation.  New funding was
announced for the next three years (2002/03–2004/05) totalling $410 million. In
November 2001, the Government approved a set of minimum requirements for Primary
Health Organisations (PHOs), the key organisations that will implement the strategy.

Primary health care is the first option for most people when they are ill or injured.  A
wide range of providers provide these services, as Figure 18 demonstrates. Good
primary health care also involves promoting health, preventing ill health, managing
chronic conditions and playing a part in broader community development.

Figure 18: Primary health care professionals used by adults in the previous
months, by gender, 1996/97
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Taking the NZHS forward

Most players in the health sector have a role in implementing the Primary Health Care
Strategy.  The Ministry of Health advises the Government on implementation of the
Primary Health Care Strategy and monitors and facilitates the growth of PHOs
throughout the country. DHBs are responsible for the development of primary health
care services in their localities and, in particular, for establishing, funding and



Implementing the New Zealand Health Strategy 200280

monitoring PHOs.  Primary health care practitioners and providers are key players.
GPs, nurses, community workers and others will be involved with the early PHOs
and, over time, as the range of services broadens, other providers may join.  Existing
provider groups, such as Independent Practitioners Associations, Mäori and Pacific
providers and rural trusts each play key roles in establishing PHOs.

Over time, the Government’s goal is to enable all New Zealanders to have low-cost
access to primary health care.  The Government has decided in the first place to
introduce low-cost access to those most in need – persons residing in NZDep decile 9
and 10 areas, Mäori, and Pacific populations (see Chapter 4).  PHOs serving high
concentrations of needy people will be funded using the Access Formula, which will
enable the PHO to lower maximum part-charges for all enrolled persons.

Of the six PHOs established thus far, five are funded using the Access Formula.  Serving
approximately 83,000 people in aggregate (70 percent of whom are high need), these
five have agreed to lower part-charges for all enrolled people.  The part-charge levels,
which have been agreed by the five PHOs and their respective DHBs, range from free
care for all children under 18 to $15 per visit for adults (compared with previous levels
that could be as high as $45 per visit). In three years, the Government expects that as
many as 500,000 New Zealanders will be enrolled with Access PHOs.

PHOs are also being established with populations that have lower proportions of people
from these high need groups. Such PHOs will initially be funded on an Interim Formula.
While this formula will include many of the new funding items as in the Access formula,
initially it will not involve increased funding to allow reduced charges. However, over
time, starting from the 2003–04 financial year the level of funding in this interim formula
will begin to be increased so that after a number of years the two formulae will be at
the same level. At that point all patients enrolled with PHOs will be able to get the
primary health care services they need at low cost, regardless of their income.

There has been a high level of activity to ensure that the Strategy is implemented.
Much of this work has involved the development of rules about PHOs’ work, for
example, the minimum requirements, the service specifications, standard contracts
and enrolment rules.  These are given force through parts of the DHB Crown Funding
Agreement. The Ministry continued to work with stakeholders such as DHBs and key
national groups such as the New Zealand Medical Association, Independent
Practitioners Association Council (IPAC), Health Care Aotearoa and the New Zealand
Nurses Organisation.

Work is continuing on the development of:

• funding formulae for PHOs

• a standard national service agreement

• equitable funding arrangements for pharmaceuticals and laboratory tests

• quality indicators

• evaluation

• machinery for processing PHO enrolment registers for payment.
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In late May, the Ministry of Health hosted Primary Focus, a major conference on the
future of primary health care.  Over 700 people, including many of those who will be
active in the first PHOs, attended the conference.  The conference, which included
local and overseas experts, allowed shared learning, debate and highlighting of issues
in order to give impetus to strategy development.

The first two PHOs were established on 1 July 2002 in South Auckland.  These were Te
Kupenga O Hoturoa, an organisation built from three existing Mäori providers, and
TaPasefika, formed by three Pacific providers.  Most other DHBs are working through
the process of establishing PHOs. Four other  PHOs were established in October 2002
in three DHBs.  A further 14 are expected to begin in January 2003 (see Figure 19).
DHBs have begun to receive funds for groups that need support to set up PHOs.

Figure 19: Projected establishment of Primary Health Organisations, by District
Health Board, as at November 2002
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New funding of $32.3 million over three years was announced for rural health services.
It has begun to flow to rural areas needing support to retain and attract clinical staff in
readiness for PHO establishment.  A report on primary health care nursing (Ministry
of Health 2002g) has been released, resulting in  $8 million over three years being
allocated to pilot innovative nursing arrangements.

Funding of $2.8 million has been allocated for 2001/02 to 2002/03, and $2.4 million
has been allocated thereafter from the Reducing Inequalities Contingency Fund for
primary health care providers that provide services for very deprived populations.
This funding is being used for initiatives that will improve access to primary health
care in ways that align with the Primary Health Care Strategy. Twenty-seven applicants
received funding through their DHBs for a variety of initiatives in the first round, with
a second call for applications in October.

There has been a high level of support for the Primary Health Care Strategy from
communities and providers. Implementation proposals have prompted considerable
interest and are the subject of ongoing discussions.  At the local level, DHBs, providers,
iwi and communities are generally engaging well and progressing steadily.

Piki te Ora ki te Awakairangi: Hutt Valley Primary Health
Organisation

The Hutt Union and Community Health Service joined Kokiri Marae and Whai Oranga
o te Iwi to become a Primary Health Organisation, Piki te Ora ki te Awakairangi, in
October 2002.

Hutt Union and Community Health Service is based at two clinics in Petone and
Pomare.  Doctors, nurses, midwives, and community workers provide affordable,
accessible, and appropriate care to low-income families. Seventy percent of its patients
are Māori and Pacific, with a growing number of refugees and new migrants.  All
under 18-year-old visits are free.  The service provides free nurse visits, free sexual
health visits and a $10 maximum charge per visit for adults with a Community
Services Card.

The service  joined with two other groups to establish a PHO.  Kokiri Marae is based
in Seaview in Lower Hutt and has a special focus on social services and health education
and promotion for Māori. Whai Oranga o te iwi is a health service with doctors,
nurses and community workers at two clinics in Wainuiomata

‘The move towards becoming a PHO together seemed obvious for us as we have
similar philosophies and a strong focus on improving the health of Māori, Pacific
and low-income families,’ says Sally Nicholl from the Hutt Union and Community
Health Service.   ‘A recent grant from the Reducing Inequalities Fund provided money
for community health workers to help increase access to primary and secondary care
services and an increasing focus on health promotion and community development.’

The role of community health workers includes providing transport for people to
attend appointments both at the primary and secondary health services, following
up patients who do not attend secondary care appointments on referral from
clinicians, facilitating group education sessions (such as antenatal education and
diabetes education), providing advocacy and support to patients attending health
and social services and networking and referral to other social services.’
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Sally Nicholl says that the services have met many of the criteria for becoming a PHO
already as both Whai Oranga and Hutt Union and Community Health Service are
capitated services with enrolled populations, elected representative management
committees and multidisciplinary staff teams.  ‘Our hope is that as a PHO we can
attract more health resources to our high-need communities and work together
effectively to identify services needed and try and provide them, while avoiding
duplicating other services,’ she said.

‘One example of this is where Hutt Union Community Health Service provides
maternity services and Kokiri Marae provides family support services, so these services
can be expanded to the whole PHO and then integrated to become even more
effective.  All three of our organisations have different areas of expertise that we can
benefit from.

‘We all strongly support the Primary Health Care Strategy, we have a good relationship
with our local DHB and feel excited about the possibilities of working more closely
with each other and with other providers in the Hutt Valley.’

7.3 Promoting an improvement in the health status of
those currently disadvantaged through reducing
inequalities

In New Zealand, as elsewhere, significant health inequalities exist between
socioeconomic groups, ethnic groups, males and females and people living in different
geographical areas (see Chapter 4).

The goals and objectives of the NZHS  were designed specifically to focus the sector on
issues that would improve the health of the overall population and reduce inequalities
in health between groups within the population.  A number of the Ministry’s other
key strategies are aligned to the goal of reducing inequalities.  These include:

• He Korowai Oranga – Mäori Health Strategy (see Section 7.1)

• the Pacific Health and Disability Action Plan (see Section 4.2)

• the Primary Health Care Strategy (see Section 4.3 and 7.2)

• the New Zealand Disability Strategy.32

Both the Ministry and DHBs have a statutory responsibility33 for reducing health
inequalities and these key health sector organisations have a powerful mandate to
direct health resources at the local level as needed.

32 A separate report on the progress of implementing the NZDS is submitted annually to the House of Representatives by the
Minister for Disability Issues.

33 New Zealand Public Health and Disability Act 2000.
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Taking the NZHS forward

The Ministry has recognised that a systematic and sustained effort is required within a
framework to reduce inequalities.  It has developed a framework for reducing
inequalities in health that will provide policy analysts, service planners and funders
and service providers with tools to assist them to achieve the Government’s aim of
reducing inequalities.

Figure 20: Intervention framework to improve health and reduce inequalities34

34 Reducing Inequalities in Health (Ministry of Health 2002f).

Interventions in each level may apply:

• at national, regional and local levels

• on a population and individual approach

4: Impact

The impact of disability and illness on
socioeconomic position can be
minimised through:

• income support, eg, sickness benefit,
invalids benefit, accident
compensation

• antidiscrimination legislation

• deinstitutionalisation/community
support

• respite care/carer support

Social, economic and cultural factors fundamentally
determine health.  These include:

• economic and social policies in other sectors

– macroeconomic policies (taxation)

– education

– labour market (occupation, income)

– housing

• power relationships (stratification,
discrimination, racism)

• Treaty of Waitangi –  governance, Māori as
Crown partner

1: Structural

The impact of social, economic,
cultural factors on health status is
mediated through various factors
including:

• behaviour/lifestyle

• environmental – physical and
psyshosocial

• access to material resources

• control – internal;
empowerment

3: Health and disability services

What health and disability services can
specifically do:

• improve access – distribution; availability,
acceptability; affordability

• improve pathways through care for all
groups

• take a population health approach by:

– identifying population health needs

– matching services to identified
population health needs

– health education

2: Intermediary
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The following components have been identified as essential to the successful
implementation of the framework and are currently under way:

1. Raising awareness

The first round of Ministry and DHB workshops on reducing inequalities in health are
under way.  The workshops will raise awareness of inequalities and highlight action
that Ministry staff and DHBs can take to address inequalities through service provision,
policy and funding decision-making.

2. Accountability and monitoring

The Ministry is integrating an inequalities focus into sector accountability systems
and processes.  This involves a number of approaches including:

• documentation of the patterns of health, health status and the influence of the wider
determinants of health in a series of reports

• development of a set of equity indicators to be used as the basis of driving and
monitoring Ministry and DHB performance toward reducing inequalities (see
Appendix)

• part funding of the New Zealand Census Mortality Study, which studies linkages
between census data and mortality.  This enables the identification of patterns of
inequality.

3. Ethnicity data collection

The Ministry of Health is implementing a project to improve ethnicity data collection
in the health and disability sector (see Section 4.1).  The development of the new primary
health care environment provides the sector with an opportunity to collect consistent
and high-quality ethnicity data as the funding is linked to ethnicity, income and
‘geographic location.

The Government has recognised the key role that primary health care has to play in
reducing inequalities.  As a result of the implementation of the Primary Health Care
Strategy (see Section 7.2), access will become easier through PHOs for persons residing
in NZDep decile 9 and 10 areas, Mäori, and Pacific populations in the short term.  In
addition, the Government has allocated $5.2 million for primary health care providers
serving population groups with poor health status and high unmet needs35 (see Section
4.3).

Alongside a strategic approach there are many intermediate actions that can be taken
in the short term.  The Government has allocated approximately $27 million to four
new initiatives specifically designed to reduce inequalities in health.  These are:

• Tamariki Youth Suicide Prevention Programme (see Section 4.1)

• Intersectoral Community Action for Health (see Section 4.3)

• Intensive Home Visiting (see Sections 4.2 and 4.3)

• Family Violence Intervention Guidelines (see Section 4.3).

35 This funding is separate from the funding specifically allocated to implementing the Primary Health Care Strategy.
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Many providers around the country are using innovative methods to reduce inequalities
and are achieving success.  Specific demonstration programmes have been established
explicitly to reduce health inequalities and the Ministry is also funding key programmes
from within baseline to target smoking cessation, healthy housing, injury prevention
and many more.  Some of these programmes are highlighted in greater detail in Chapters
2 and 4.

7.4 Reducing the impact and incidence of diabetes
through the continuing implementation of the
Diabetes Strategy

Policy context

Diabetes is categorised into type 1 and type 2. Type 1 diabetes is an auto-immune
condition that most commonly arises in childhood.  It is estimated that  10,000 people
have it and it is increasing in incidence.  There are as yet no proven ways of preventing
it.

Type 2 diabetes has less impact on the health status of each individual who has it, but
it affects an estimated 200,000 people.  The prevalence of diabetes is higher among
Mäori, Pacific people older people, and communities with lower socioeconomic status.
It is more common in people who are overweight or inactive.  The number of people
with type 2 diabetes is expected to increase by approximately 50 percent in the next 10
years. This increase could be substantially countered by promoting lifestyle changes,
such as concentrating on diet, engaging in physical activity and stopping smoking.

Many people have no symptoms when they first develop type 2 diabetes and the
diagnosis is made only after a number of years. As a result, only about 50 percent of
people with type 2 diabetes in New Zealand have been diagnosed. Of the people who
have been diagnosed, a significant proportion do not access good quality health care
reliably enough to help them to manage their diabetes effectively.

Figure 21:  Estimated number of people in New Zealand with diabetes
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The reduction of the incidence and impact of diabetes is being addressed through the
continued implementation of the Diabetes Strategy.36  A population health approach
has been developed with three main areas of focus: identifying more people with
diabetes (especially in high-risk groups), improving the quality and range of diabetes
services in the community, and better monitoring of diabetes in the community in
order to learn how services can be delivered more effectively. Each of these areas is
monitored by DHBs using specific indicators, and targets have been agreed with the
Ministry of Health as part of the DHB annual planning process.

The Ministry is responsible for working with DHBs using a nationally consistent
performance framework to identify opportunities for improvements, to provide data
analysis and model diabetes at a national level, and to promote innovation. The Ministry
directly funds public health programmes promoting physical activity and better
nutrition. It contributes, with the Health Research Council, to the funding of applied
research to develop and improve interventions for controlling diabetes.

Internationally, diabetes-related measures are often nominated as indicators of the
responsiveness of a health system to promote healthy lifestyles and effective treatment
among people most in need.  Consequently, diabetes indicators will mirror some of
the gains from the NZHS and other strategies as they become effective.

Taking the NZHS forward

Reducing the incidence and impact of diabetes requires different approaches and a
range of different providers working together.  Most experts agree that preventing
diabetes will require public health approaches that promote better diet and exercise
for everyone combined with personal health approaches that provide tailored
interventions for people at high risk of developing type 2 diabetes.  Effective treatment
is needed for those with diabetes.

A number of PHOs have been established as part of the Primary Health Care Strategy
and more will emerge over the next 12 months.  They will play an increasing role in
the prevention and treatment of diabetes.  PHOs are accountable for the health of
everyone in their enrolled populations, not just the people with known diabetes who
are already accessing care. This will lead to improvements in the quality of care, better
access to care, earlier detection, and effective health promotion.  Specific changes include
the following:

• Quality improvement programmes will be developed to allow doctors and nurses
to share the care for people with diabetes more effectively because their PHO
funding is not linked to seeing a doctor.

• PHOs will ensure that people with diabetes continue to receive good quality care,
and will help reach people who are ‘lost to follow-up’.

• PHOs will reduce the cost of seeing a GP or a nurse. These financial barriers
sometimes prevent people with diabetes from accessing the care they need.

36 The Diabetes Strategy comprises the 1997 Strategies for the Prevention and Control of Diabetes in New Zealand (Ministry of
Health 1997b) and the diabetes content in each DHB strategic plan.
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• In addition, PHOs will have specific funding to improve access to care for people
not presently accessing care because of financial barriers or other reasons. This
may take the form of marae-based clinics, community health workers, church-based
programmes, and other innovative approaches.

• PHOs will be able to estimate the number of people who are expected to have
diabetes in their enrolled population, and to ensure that those people are diagnosed
and are accessing care. This may require programmes to increase diabetes awareness
or targeted screening programmes. Further, it is likely that diabetes case detection
rates will be used as a measure of PHO performance.  Top-up funding will be
available to PHOs that score well on these performance measures.

• PHOs will have specific funding for health promotion activities that can prevent
type 2 diabetes in people who are overweight or inactive.

• PHOs will be accountable for the health of their enrolled population, and if this
requires access to hospital-based services, PHOs will work effectively together as
a multi-disciplinary team focused on improving outcomes for people with diabetes.

New Zealand has developed one of the best systems internationally for monitoring
the incidence and impact of diabetes as part of a national strategy, and this has been
embedded in the procedures used by DHBs and the Ministry to support collaboration
and continuous improvement. The results, using nationally consistent indicators up to
31 December 2001 and the provisional targets for 31 December 2002, are shown in  the
Appendix. More detailed information is available to DHBs and primary health care
organisations.

The Ministry has had a number of projects under way over the last 12 months.  These
include:

• finalising Healthy Eating – Healthy Action,37 a national strategy to improve nutrition,
increase physical activity and reduce obesity (see Section 2.2)

• working with the Health Research Council to develop a Diabetes Research Strategy,
supported by specific funding. The first priority is to develop and test interventions
effectively to prevent diabetes in New Zealand settings; proposals were received
this year and final decisions are awaited

• commissioning a review of the evidence-based guidelines (used as the basis for
‘free annual checks’)

• scoping the improvements required for the information systems used by PHOs
(this changes in response to the new guidelines)

• updating the model used to estimate the incidence and number of people with diabetes.
This is used to measure the success of DHBs in providing services to the full range of
people with diagnosed diabetes in their populations (see the Appendix)

• completing a service specification for a very limited number of insulin pumps
accessible as a regional service through tertiary hospitals

• working with DHBs to update the specifications for diabetes services in the national
service framework.

37 The consultation document can be found on the Ministry of Health’s website: www.moh.govt.nz
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DHBs and other organisations have developed and/or funded a number of innovations
to prevent and treat diabetes more effectively.  A few of these are listed below.

• New Zealand has increasingly sophisticated primary care organisations (PCOs),
and newly emerging primary health organisations, that are willing to be accountable
for the overall quality of the diabetes services provided by their members. ‘Free
annual checks’ give people with diabetes and their GP or nurse the opportunity to
work together to ensure that the important tests and treatments for their diabetes
are completed each year. In this way, PCOs provide support through co-ordination,
feedback, and quality initiatives for their GPs and nurses.

• Many PCOs have developed very successful programmes, for example, Southlink
IPA in the South Island.  Southlink has more than 10,500 people with diabetes
enrolled in its ‘free annual check’ programme, and provides excellent support and
feedback for its GPs and nurses. Initial analysis indicates that about 40 percent of
people with poor diabetes (blood glucose) control at their first annual check have
satisfactory or better control by the time of their second check.  Smoking, weight,
and other risk factors have also improved.  Other PCOs are reporting similar
improvements from their programmes. These results have been benchmarked
internationally and are demonstrably world-class.

• Some DHBs have initiated new ways of delivering a more comprehensive range of
services through PCOs and PHOs.  For example, the Capital and Coast, Hutt, and
Wairarapa DHBs have combined to develop an eye (retinal) screening programme
for people with diabetes using designated optometrists based in the community.
Wellington IPA provides the overall management of the eye screening service,
including co-ordination with secondary and other primary health care providers.
An ophthalmologist from Capital and Coast DHB provides oversight and quality
assurance. This programme has dramatically improved the uptake of this important
screening service to prevent blindness in people with diabetes.

• Wairoa, in Hawke’s Bay DHB, has established a co-operative arrangement between
six providers, five of which are Mäori providers, to develop closer working
relationships and improve access to services for people with diabetes and for those
at risk of developing diabetes.  The service provides education services using
community workers, a diabetes nurse specialist and a podiatry service. The focus
is on whänau, identification of people at high risk and building the expertise of the
workforce in the region.

• Waikato DHB has established a Mäori Diabetes Steering Group to identify the
specific opportunities and resources that will be required to reduce the incidence
and impact of diabetes in their Mäori communities.
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Wairarapa diabetes services made more accessible

Empowering Pacific and Māori people to make decisions about their health and control
diabetes is the focus of Pacific outreach centre weekly clinics in the Wairarapa.  The
clinics are held in Masterton, and mostly take place in the unusual setting of a car
shed at the Cameron Community House.  This provides easy access for clients because
they can walk to the clinic.

Diabetes and asthma nurse educator Mollie Kainuku says that 75 percent of people
who attend the clinics are Pacific peoples and 20 percent Māori.  Diabetes is the main
area of education.  However, clients often also have weight and heart problems and
the cardiac outreach nurse now also attends the clinics.

It was during a visit to a diabetes patient in a kaumatua flat at Papawai that Mrs
Kainuku decided to set up a weekly clinic in some of the smaller south Wairarapa
towns.  She and her nursing partner, Jenny Skeet, work with other community health
professionals at Choice Health in Masterton. Their service was moved from the hospital
into town to improve community access.

‘When I was visiting this patient at Papawai, other residents in the flats would hear I
was coming and line up along his verandah to have me check them at the same time.
It quickly became obvious that there was not enough room, so the kaumatua suggested
moving over the road to the marae.  We now run a multicultural clinic in the whare
kai monthly, seeing up to 30 people.’  During these visits Mrs Kainuku and Ms Skeet
are accompanied by a dietician and a cardiac rehabilitation nurse.

Mrs Kainuku is keen for more nurses to be trained to manage diabetes and asthma in
the community.  ‘The more community access to these kind of services, the more
hospital beds are freed up for emergencies and fewer people become dependent on
the hospital as their main means of treatment.’

Helping people to change their lifestyles and learn to eat healthy food is the key to
improving symptoms.  ‘Making changes in diet and physical activity helps people to
feel in control of their lives again.’

New opportunities to spread the health message in the Wairarapa community are
always embraced by Mrs Kainuku, who says that anyone is welcome to attend their
weekly clinics.  ‘Our service is free and we are quite happy for people to walk in off
the street without an appointment.  Once they come through our doors, we don’t
want to lose them.’

Mrs Kainuku says the importance of the community owning the clinics cannot be
overemphasised. ‘Both Papawai and Cameron House clinics are owned by the
community themselves in their own environment, which is very empowering for
them.’
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7.5 Reducing waiting times for public hospital elective
services through the continued implementation of
the elective and scheduled services policy

It is the Government’s expectation that all patients seeking publicly funded elective
services will be clear about whether and when they will receive treatment.  There are
four key objectives for elective services to ensure this:

• all patients with a level of need that can be met within the resources available are
provided with surgery within six months of assessment

• the level of publicly funded service ensures treatment for patients before they reach
a state of unreasonable distress, ill health and/or incapacity

• national equity of access to elective surgery so that patients have similar access to
elective services regardless of where they live

• a maximum waiting time of six months for first specialist assessment.

Taking the NZHS forward

Progress towards meeting the Government’s national minimum standards for elective
services has been steady.  By the second quarter of 2001/02, 84 percent of patients
referred for a first specialist assessment were seen within six months, compared with
69 percent in the same period of the previous year.  There was an increase in the numbers
waiting longer than six months for treatment (from 14,834 in the second quarter of
2000/01 to 16,478 in the second quarter of 2001/02).  However, DHBs are working
hard to address any capacity issues that may have led to this increase.

Funding for 2001/02 remained at the same high level as for 2000/01.  With the transition
from one-off to sustainable funding, DHBs are better equipped to undertake long-
term planning.  Improved planning should help DHBs anticipate and better manage
the impact of issues, such as seasonal fluctuations in acute medical admissions.

Previous gains in the secondary health care sector have been consolidated and progress
has been made in incorporating the primary health care sector into this process.
Improvements in management and monitoring of patients have enhanced the way
patients are treated as they progress from assessment to a treatment decision.  These
improvements include:

• development of clinical priority assessment tools for 25 of the 29 clinical specialties.
These provide a framework to assist clinicians to make consistent and transparent
decisions when assessing the patient’s relative priority based on a range of medical,
social and complicating factors

• implementation of referral guidelines to assist GPs when referring patients to
secondary services for assessment or treatment

• development of management guidelines for a number of conditions nominated by
DHBs as being responsible for the bulk of first specialist assessment waiting lists.
These enable primary health care management of patients with common, often
low-priority conditions.
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DHBs and primary health care providers are working together.   DHBs are
implementing nationally consistent criteria to ensure patients are assessed and treated
in priority order.  They have achieved this through:

• streamlining information management systems

• ensuring good data quality for feeding into continuous quality improvement
processes

• working closely with primary health care providers to improve information flows
and to achieve a continuum of care

• supporting primary health care providers in the management of patients with
conditions that do not require surgery.

Primary health care providers are working closely with DHBs to ensure a continuum
of care.  Their major roles have been implementing referral guidelines to ensure patients
are appropriately referred to secondary care, implementing management guidelines
and undertaking continuing medical education to manage, through primary health
care, patients with lower-priority, common conditions.

The development of the interface between primary and secondary health care has led
to a number of successful initiatives.  Most DHBs, in conjunction with primary health
care, have:

• appointed GP liaison people to work in hospital services to provide feedback on
referral quality and to ensure referrals are prioritised correctly

• provided direct GP access to more diagnostic services

• upskilled GPs to undertake some work previously done by specialists.

Encouraging gains have been made in improving access to elective services.  With
patients treated in priority order, using nationally consistent assessment tools,
individuals from populations with a comparatively poorer health status, such as Mäori,
stand to gain substantially increased access to elective services.  This is demonstrated
by an analysis of access levels to cardiac services by Mäori, who have historically had
lower levels of participation.  Mäori are gaining increased access to coronary artery
bypass grafting.  It is anticipated that Mäori intervention rates will soon be equivalent
to those of non-Mäori.

Figure 22 gives standardised discharge ratios that have been adjusted for age and
deprivation to enable a comparison between Mäori and non-Mäori access to elective
services. The standardised discharge ratios for non-Mäori New Zealanders are
calculated as 1, so movement towards 1 indicates improving levels of utilisation of
elective services by Mäori.
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Figure 22: Māori standardised discharge ratios for access to coronary artery
bypass grafts

Note: Data for 2001/02 is provisional.
Source: Clinical Services Directorate, Ministry of Health

Reduced waiting times at Capital and Coast DHB

Long-term rather than quick-fix solutions were the key to reducing waiting times for
patients requiring first specialist assessments at Capital and Coast DHB. Specialists,
elective services and primary health care providers have worked together successfully
with the common objective of reducing waiting times and improving patient access.

‘The first step was to clearly identify the issues impeding patient access in each specialty,
and to develop internal processes to improve efficiency,’ said Dev Oza, Organisational
Planning Manager at Capital and Coast.  ‘Working groups were established where
the focus was to reduce waiting times, achieve ongoing access, and develop alternative
methods to provide access to specialist advice.’

Primary health care management guidelines were developed as a valuable tool to
support GPs in managing certain conditions. ‘For example, the vascular specialty
adapted national guidelines on varicose veins for local use, and the neurology specialty
independently developed excellent management guidelines for headaches and
seizures,’ said Mr Oza.  ‘The guidelines were well received by primary health care
providers and used constructively by GPs to support management and referral.’

A written advice service, as an alternative to receiving specialist assessment, was also
introduced. ‘Specialists are beginning to recognise the value of written advice, which
can assist patients and GPs, without needing to provide a specialist assessment,’ said
Mr Oza.  ‘We are hoping to formalise this service and make it available to GPs in all
specialties.’

A community radiology project has also been beneficial to patients, as GPs have had
direct access to diagnostics where, previously, they would have had to refer patients.

Mr Oza said the challenge of resolving existing waiting lists was achieved at Capital
and Coast by funding GPs to reassess whether waiting patients still required a specialist
appointment.   ‘As a result, only 11 percent of 850 neurology patients and 20 percent
of the 355 vascular patients have been re-referred,’ he said.
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‘The assistance of primary care providers with this project has resulted in waiting lists
in the neurology and vascular specialties going from four to eight years to less than
six months.’

Improved referral management processes have been implemented to ensure reduced
waiting times are maintained.  Mr Oza said that this enables GPs to enhance their
skills and ability to care for patients within the primary health care sector, providing
patients with more timely and convenient treatment and ensuring that referrals,
when made, are appropriate and contain necessary information for accurate
prioritisaton.

Reviewing all new referrals will ensure that specialist assessment is the best option for
that patient. Improved reporting for referrals, clinic planning and utilisation and
management of ‘Did Not Appears’ (DNAs) will also help sustain waiting lists of less
than six months.

‘The co-operation of the various specialties and primary care providers was essential
for this progress,’ said Mr Oza.  ‘The success would not have been achieved without
the effort and contribution of key people within the specialties who have championed
the project, provided support and assistance with implementing innovative initiatives
to reduce patient waiting times, and provided patients with clarity.’

7.6 Improving the health status of people with severe
mental illness through continued implementation
of the Mental Health Blueprint

In 1997 Moving Forward  (Ministry of Health 1997) set out the goal of providing more
and better services for the 3 percent of the population experiencing severe mental
disorders at any one time. This commitment was reinforced as a population health
priority in the NZHS (see Section 2.12).

The strategy calls for an increase in the level of services that are community-based, the
empowerment of consumers and the accommodation of cultural differences.  The
Blueprint for Mental Health Services in New Zealand (Mental Health Commission 1998)
provides detailed resource guidelines needed for the individual components of mental
health services, using a recovery approach, to meet the needs of those with severe
mental illness.

Taking the NZHS forward

In Budget 2000 the Government allocated an additional $257.4 million over four years
towards this aim.  The implementation of the Blueprint and the development and
introduction of mental health services requires DHBs to provide and support a wide
range of mental health services.
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In 2001/02, Government funding for specialist mental health services increased by $45
million, or 6.1 percent, from $743 million to $788 million.38    The Ministry of Health
was responsible for around $85 million of funding for research and development and
workforce and national contracts. The balance of responsibility was progressively
devolved to DHBs over the course of the year.  The services provided by non-
government organisations were specified in contracts and, in the case of DHB-provided
services, the levels were set out in the Crown Funding Agreement.   DHBs had very
limited discretion over the determination of services to be funded during the year, but
gradually assumed responsibility for monitoring the delivery of these services and for
future planning.

Figure 23:  Mental health spending by service category

Source: Mental Health Directorate, Ministry of Health

38 This amount includes carer support of $7.9 million transferred to the Disability Services Directorate.  Net mental health
funding for 2001/02 was $780.1 million.

39 Now the Disability Services Directorate.

The increased funding was used to meet the full-year costs of service expansion already
funded in 2000/01 as well as developing additional services.  The following table details
the additional services that commenced during 2001/02 by service category.  It also
shows that 13 percent of the total funding available for new services was used to fund
Mäori-specific services.  At the same time the Disability Issues Directorate39 of the
Ministry of Health  assumed responsibility for funding of $7.6 million for carer support
and home support services in the South Island.
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Table 4: Mental health service expansion in 2001/02

Source: Mental Health Directorate, Ministry of Health

Workforce development is a critical component in improving and increasing the
capability of the mental health sector to deliver more and better services.   This year
saw the launch of a Mäori mental health workforce development organisation, Te Rau
Matatini.  This organisation will be funded to develop a number of initiatives to expand
the Mäori mental health workforce, enhance the skills of the existing workforce and
encourage professional bodies to recognise the needs of Mäori trainees.

During 2001/02 the Ministry of Health completed modelling of the relationship between
funded services and Blueprint resource guidelines.  This showed that, for services funded
as at November 2001, there were large regional differences in the levels of current
services compared with projected needs for populations up to 2010.

There is no exact level of services for individual DHBs.  The ideal service profile is
influenced by the need for some of these services regionally and by the difficulties of
applying the guidelines to smaller DHBs given the low prevalence of some disorders
and the small population base.  The following table shows the relationship between
services and guidelines at a regional level.

40 Methadone places.

  Service category Volumes    Funding

  FTEs Beds Māori Mainstream Total
and care
package

$m $m $m
incl (GST)  (incl GST) (incl GST)

  Child and youth   32     6 0.09 3.25 3.34

  Alcohol and drug   16 13340 1.63 1.63

  Forensic   90 0.56 0.29 0.86

  Consumer/family/
  whānau support   19 1.22 1.22

  Adult and combined ages 136   54 2.21 12.88 15.09

  Total 212 193 2.86 19.28 22.14
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Table 5: Mental health services as a percentage of Blueprint guidelines for 2010

This model provides a basis for planning for future service development.

DHBs are establishing regional mental health networks and have all developed regional
mental health plans for funding an expansion of services in 2002/03.

41 Regions include the following DHBs:  Northern–Northland, Auckland, Counties Manukau and Waitemata; Midland  Waikato,
Bay of Plenty, Taranaki, Tairawhiti, Lakes; Central–Hawke’s Bay, MidCentral, Whanganui, Wairarapa, Hutt, Capital and Coast,
Southern–all South Island DHBs.

Region41

Northern Midland Central South Island

Full-year cost (incl GST)
of services
at November 2001 $271m $141m $159m $187m

Position relative to
services needed to
meet guidelines
in 2010 58% 57% 75% 75%
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Central Region Mental Health and Addiction Network

A mental health network has been established by the Central Region DHBs to improve
mental health services in the region to ensure a link with the primary health care
sector. Network members come from a wide range of backgrounds and experience:

• consumers and their families

• Māori

• Pacific peoples

• funders and service providers, including GPs.

The network enables DHBs to share resources, expertise and energy with each other
and with other mental health providers, consumers and communities.  Mental health
needs and funding priorities are identified by the network for service planning and
quality improvement.

The Central Region Mental Health Strategic Plan was developed by the network in
its first year.  It identifies priority areas for action, including:

• workforce development

• quality improvement

• Māori

• Pacific peoples

• consumer services

• outcome measurement

• complex needs

• alcohol and drugs

• forensic services.

‘In the past year, the network was established and the strategic plan developed, and
this year we will focus on achieving the goals set out in the plan and on continuing
to set the scene for further service improvement,’ says Fiona Fowles, Mental Health
Service Advisor for the Central Region’s Technical Advisory Service.

Central Region DHBs have put extra resources into their shared support agency, the
Technical Advisory Service, to create a Mental Health Project Management Team.
This team will focus on implementing regional projects outlined in the plan.

The Central Region Mental Health and Addiction Network has many benefits,
including cost-effective regional service development, reduced duplication, access
to expertise not available in the local district, a regional understanding of Blueprint
targets and gaps and a strategic approach to regional issues like workforce
development and retention,’ says Fiona Fowles.

Including mental health stakeholders in funding and planning is important to Central
Region DHBs and, as the network increases its profile throughout the region, more
people should become involved with the network.

‘All six DHBs are delighted with the effectiveness and early results of the network and
we appreciate the commitment and energy of the members to improving mental
health services in the Central Region,’ says Fiona Fowles.
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Chapter 8:
Conclusion

When the Government released the NZHS it realised that the population health
objectives chosen were not those for which successful changes would come quickly.
Progress in these areas requires changes, not only for health care planners and providers,
but also for a wide number of other organisations.  These include other government
agencies, local authorities and non-government organisations.  Many also require
significant change in the attitudes and practices of the general population.

When the first report on Implementing the New Zealand Health Strategy was produced in
2001 DHBs had only just been elected.  The Ministry of Health and the provisional
DHBs had been developing plans for the future and these were the main topic of the
report.

A year later these plans have been fully developed and are being vigorously
implemented. DHBs have completed health needs assessments and identified areas of
particular importance to their populations.  They have consulted with their populations
to identify issues people think are important and this process has underpinned the
development of district strategic plans.  Most of the DHBs have identified exciting
ways to address the key priorities in their respective district areas.

At the same time, health care providers have developed new and exciting ways to
achieve the priorities of the strategy.  These are already reporting success in areas such
as increasing access to services for diabetes and providing more appropriate services
for those with severe mental illness.    The increased access for Mäori to cardiovascular
treatment as a result of the implementation of electronic and scheduled services policy
and the success of the Like Minds, Like Mine campaign in reducing discrimination
against people with mental illnesses are examples of approaches taken to implement
the NZHS. Some of these initiatives have been highlighted in this year’s report, which
concentrates on the activity under way in the sector.

Considerable progress has also been made in the implementation of the Primary Health
Care Strategy.  The Government has allocated $410 million over three years to develop
Primary Health Organisations and the first ones have been established already.

Future reports will demonstrate the way that this progress has been continued and
expanded.   The Ministry and DHBs are in the process of finalising key measures that
will be used progressively to introduce measurement of the programmes and services.
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Appendix:
Measures Used in Monitoring the
Implementation of the New Zealand
Health Strategy

A Background

The Ministry of Health, DHBs as funders and other funding bodies each collect
information on a wide range of quality and process measures.  A small number of
these measures are used as accountability measures for DHB performance in
implementing the NZHS.  The exact measures used may change over time but will be
agreed upon between the Ministry and the wider sector.

The performance measures are used to monitor the performance of funders, who may
also be providers, particularly in the case of DHBs.  This appendix provides examples
of how these performance measures will be reported in future editions for personal
health services funded by DHBs and public health services (including reducing
inequalities) funded by the Ministry of Health.

This edition of Implementing the New Zealand Health Strategy 2002 could not include
much data on measures that show how the Ministry, DHBs and other providers have
implemented the strategy this year.  The main reason for this is that a full year’s data
collection was not completed at the time of writing.

Future editions of the report will contain selected performance measures for the
population health objectives and other priority areas.  These measures will be used to
monitor the role that DHBs and other funders, including the Ministry of Health, play
in moving towards the goals of the NZHS.  They will be used to help ensure that
overall policy outcomes are being achieved as well as to monitor accountability
arrangements within the sector.

B Monitoring DHB performance

Introduction

Although DHBs provide and deliver many services that impact on the delivery of
health strategy priorities, DHBs are predominantly responsible only for reporting upon
services in the areas listed below:

• cardiovascular disease

• diabetes

• oral health

• well child services
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• primary health care

• reducing waiting times for public hospital elective services

• improved responsiveness of mental health services

• accessible and appropriate services for people living in rural areas.

A range of performance measures is used to monitor regularly DHB funder performance
in these priority areas.42  The measures comprise a mix of output and outcome measures.
They include measures of relative levels of access as well as measures that indicate
possible failures in primary health care or preventive services.  These measures can act
as a trigger for further investigation of DHBs based on results outside expected patterns
and without explainable variables.  They should not necessarily be viewed as statements
of relative performance.

The measures currently used were developed as an interim set for the transitional
period of DHB development.  These will be refined in conjunction with the sector over
time.  A subset of these measures was included in DHB accountability documents for
2001/02 and it has been updated for 2002/03.  DHBs have specific short-term targets
that are associated with them and agreed with in District Annual Plans.

A small selection of the current measures, including those used for accountability and
for general monitoring purposes, are presented below.  These provide examples of the
types of information used to track DHB performance across the priority areas.  The
exact composition of the measures to be included will be subject to sector consultation
within the context of the ongoing development of performance frameworks.

These measures should not be viewed in isolation when assessing DHB performance.
Many factors may influence these measures, including data quality and interpretation.
Results may also be affected by lifestyle factors outside the immediate influence of the
health sector. Future reports will expand on the possible reasons for these variations
(including those beyond the control of DHBs).

The data presented below is based on information from the period prior to 2001/02, or
the first eight months of 2001/02. It should be treated as indicative only.

Cardiovascular disease

One of the measures used to monitor relative levels of hospital throughput rates for
cardiovascular disease is the standardised discharge ratio for acute myocardial
infarction. This information is presented below.

In order to compare the hospital throughput rates in each DHB relative to population,
standardised discharge ratios are used that are adjusted for differences in the
distributions of age and socioeconomic need between regions.

Measures such as those described below may help to support DHB funding decisions.
Those DHBs with high admission rates relative to the national average may well
prioritise cardiovascular disease quite highly when making funding decisions.

42 Some DHBs currently fund and deliver services for populations outside their boundaries.  The data presented here is based on
where the person receiving a service lives and not on where the service is provided.
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Similarly, those DHBs with very low admission rates relative to the national average
may have populations with low levels of cardiovascular disease or they may need to
consider whether there are access issues for their population.

Sometimes differences are due simply to data problems.  Reducing levels of
cardiovascular disease is a long-term process and long-term solutions are needed.
Reviewing and analysing the reasons that activity in one DHB is very different from
another will support performance improvement.

Figure 24:    Standardised discharge ratios for acute myocardial infarction by DHB
for the eight months to February 2002 (99 percent confidence
intervals)

Note 1: The horizontal line at 1.00 represents the national average discharge rate.

Note 2: Standardised discharge ratio is the ratio of observed to expected discharge –adjusted for age and
socioeconomic need.

Well child services

Ambulatory sensitive admissions are admissions that are potentially preventable by
appropriate primary health care (including outpatient services).  If there is good access
to effective primary health care for all population groups then it is reasonable to expect
that there will be lower levels of ambulatory sensitive admissions.

This measure highlights disparities between age and population groups and will assist
with DHB planning to reduce inequalities.

Ambulatory sensitive admission rates for children aged under five at the date they
were admitted during the period 1 July 1999 to 30 June 2001 are presented below for
the total population and for Mäori children.
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Figure 25: Ambulatory sensitive admission rates per 1,000 population for children
aged under five for the period July 1999 to June 2001 (99 percent
confidence interval)

Note 1:  The horizontal line represents the national discharge rate.

Figure 26: Ambulatory sensitive admission rates per 1,000 population for Māori
children aged under five for the period July 1999 to June 2000 (99
percent confidence interval)

Note 1:  The horizontal line represents the national discharge rate.
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Reducing waiting times for public hospital elective
services

Key service priorities within the NZHS are to reduce waiting times and improve access
to elective services.

Waiting times for oncology treatment

Access to oncology treatment has been a specific focus of performance monitoring in
the 2001/02 year.  The Ministry of Health and the six cancer treatment centres are
working to reduce the length of time patients wait for cancer treatment.  There has
been recent steady improvement in the reduction of waiting times and this trend is
expected to continue.  Figure 27 below shows the number of patients waiting for
treatment by weeks waited as at 31 August 2002.

Figure 27: Oncology megavoltage radiation treatment waiting times43 as at 31
August 2002

Note: Protocol patients are those undergoing chemotherapy prior to radiation

Waiting times for elective services

Although there has been continuous improvement across the DHB sector during
2001/02, few DHBs are currently achieving the expected standard. The table below
shows the status of each DHB against these measures as at 30 June 2002. Partial
achievement indicates that a DHB is not currently meeting the expectation but has
appropriate resolution plans in place.

43 When interpreting – these data please note that the Waikato District Health Board decided in April 2001 that it was in the best
interests of the clinical management and treatment of its cancer patients that patients had a shorter time between their first
specialist assessment with an oncologist and the start of radiation treatment. The patient waits longer for the first specialist
assessment than at other cancer treatment centres but this wait is balanced by a shorter wait between assessment and
radiation treatment.
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Table 6: Achievement status against waiting time by national standards

Note 1:  Partial achievement indicates an appropriate resolution plan is in place.

Diabetes

New Zealand has one of the best international systems for monitoring the number of
people with diabetes who are enrolled in primary health care programmes with
demonstrable quality and follow-up. These programmes use consistent guidelines and
clinical information that allows benchmarking within New Zealand as well as against
international organisations that are able to report similar indicators.

DHBs and their local diabetes teams monitor access to health care by comparing the
number of people with ‘free annual checks’ each year with the expected number of
people with diagnosed diabetes in their DHB. This is called the DHB ‘case detection’
indicator.  The results by DHB, where currently available, for 1 January  2001 to 31
December 2001 are shown in Figure 28, together with their agreed targets.44  The thin
vertical line represents the gap between the actual performance of DHBs on 31 December
2001 and their agreed or provisional target for 31 December 2002.

A = Achieved               B = Partially Achieved               N =  Not yet Achieved

A B B A B A B B A B B B B B B B B B B B B
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44 There were no baseline data at 31 December 2001 for four DHBs.
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Figure 28: Diabetes case detection rate (all ethnicities) 1 January to 31 December
200145

Equivalent measures are available for Mäori and Pacific peoples in each DHB.  In every
country there are substantial opportunities to improve the quality of diabetes care and
to assist people to improve their outcomes by managing their diabetes more effectively.
The indicator selected for the NZHS is the percentage of people accessing free annual
checks and who have poor diabetes blood sugar (glycaemic) control. This is called the
DHB ‘case management’ indicator. The aim for each DHB should be to reduce reduce reduce reduce reduce the
proportion of people with poor glycaemic control.

45 The diabetes accountability indicators are based on the calendar year.  This enables DHBs to use them as the basis for
developing the targets in the DHB Annual Plan submitted in the following March.

What proportion of people with diabetes have free annual
checks each year?
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Figure 29: Diabetes case management (total population) January 2001 to
31 December 2001, with the target for 31 December 2002 where
available

Note: The vertical scale has been deliberately inverted to show improving outcomes more intuitively.

Diabetes is agreed to be the leading cause of avoidable blindness in New Zealanders
of working age.  An estimated 70 New Zealanders become blind each year as a result
of their diabetes. Reducing this largely avoidable impact of diabetes requires reliable
referral by primary health care providers to improve access to eye screening (typically
provided by hospitals or specialists) for all people with diabetes. The percentage of
people with annual checks who have had their eyes screened within the previous two
years (the recommended default interval between screening) is called the ‘eye screening’
indicator.

46 Increased risk is defined as when a person’s HBAIC (glycosylatid haemoglobin) level is greater than 8 percent.

What proportion of people having free annual checks are at increased
risk46 of diabetes complications?
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Figure 30: Diabetes eye screening (total DHB population) January 2001 to
31 December 2001, with the target for 31 December 2002 where
available

C Public health services funded by the Ministry of
Health

Public health services are funded through the Ministry of Health at present.  A wide
range of providers, including DHBs, non-government organisations such as the
National Heart Foundation, and a wide range of other smaller groups delivers these
services.  Public health services funded by the Ministry of Health have a key role in the
following priority health areas identified by the NZHS:

• reducing smoking

• improving nutrition

• reducing obesity

• increasing the level of physical activity

• reducing the rate of suicides and suicide attempts

• minimising harm caused by alcohol and drugs

• reducing the incidence and impact of cancer

• reducing inequalities.

Measures for these priorities are included in the toolkits47 developed in 2001.  Other
material to be used for measures is also collected on a periodic basis.48  A selection of
these measures will be included in future editions.

47 The toolkits are available from the Ministry’s website www.moh.govt.nz

48 An Indication of New Zealander’s Health Ministry of Health 2002a.

What proportion of people with free annual checks have their
eyes screened every two years?
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At present, the Public Health Directorate is developing a monitoring framework for
public health outcomes.  This process will further inform the selection of measures to
assess progress around the priority health areas. The decision on which measures to
use in future will be influenced by several factors, including those listed below.

• The impact of services such as health promotion and health education can take
several years to become apparent (although some can impact rapidly; for example,
cot death prevention programmes).

• Some of the data that is collected for such measures is collected only periodically;
for example, the three-yearly New Zealand Health Survey.

• Some of this data is based on samples and not on total populations as is the case
with hospital data.

D Reducing inequalities

The Ministry is integrating an inequalities focus into sector accountability systems
and processes.  A number of Ministry reports describe the patterns of health, health
status and the wider determinants of health. Those published in 2001 include:

• Burden of Disease and Injury in New Zealand Report

• Indicators of Inequality Report

• Report on Life Expectancy and Small Area Deprivation in New Zealand.

This documentation will be extended to ensure the impact of action on inequalities can
be monitored over time.

A set of equity indicators is currently being compiled for this goal.  It will be based on
the reducing inequalities intervention framework, epidemiological evidence and current
reporting requirements.  The indicators will cover:

• health status, risk factors, access and utilisation according to need and inputs linked
to strategies and programmes

• inequalities dimensions of socioeconomic position, ethnicity, gender and
geographical place

• Ministry and DHB performance.

The equity indicators will eventually be used as a basis for driving and monitoring
Ministry and DHB performance towards reducing inequalities in health.

E Monitoring He Korowai Oranga

Te Kete Hauora (the Ministry’s Mäori Health Directorate) is in the early stages of
developing a set of indicators that will measure the impact of He Korowai Oranga (the
Mäori Health Strategy) as reflected in the health status of Mäori, the reduction of
inequalities for Mäori (see above) and the extent to which the NZHS is being
implemented for Mäori.
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Many of these will be measures that are already being disaggregated by ethnicity as
well as by age, gender and  socioeconomic status.   These measures may include some
key Mäori outcome and additional indicative Mäori-specific measures where there is
information to construct them.  These could include:

• number and range of services and funding levels for Mäori providers

• proportion of DHBs with formalised relationships with iwi in their areas

• proportion and relative qualification levels for Mäori in health and disability
workforce.

Currently, good information is not available for some areas, particularly whänau ora,
the proportion of Mäori with access to a choice of Mäori or mainstream primary health
care, and community and disability support providers.  These indicators will need to
be driven as much from Mäori communities as from the government sector.
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